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Especially effective when 
used preoperatively 


SALICYLATE 
(Brand of carbazochrome salicylate) 


to control oozing and bleeding 


As one clinician states: “Blood loss may be hidden 
temporarily after closure of the thoracic or abdominal 
cavities, even though drains are in place. Obstruction to 
outflow through these drains can occur, and bleeding 
is not apparent. 
| “There are certain clinical situations in which pro- 
4 longed and profound oozing of blood may occur.” 

Adrenosem has proved effective in more than 200 
clinical disorders in the control of oozing and bleeding. 
It is used routinely, preoperatively and postoperatively, 
in thousands of hospitals. 


Supplied in ampuls, tablets and as a syrup. 


Write for comprehensive, illustrated brochure 
describing the action and uses of Adrenosem Salicylate. 


*U.S. Pat. 2581850; 2506294 


1. Dripps, R.C.: Hazards of the Immediate Postoperative Period, 
J.A.M.A. 7:795 (Oct. 19, 1957). [This reference reviews postoperative 
hazards, and does not refer to Adrenosem Salicylate}. 
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TR RRAMYCIN: 


brand of oxytetracycline 


-INTRAMUSCULAR 


Terranyein is your pide fo successful antbioe terapy 


Solution is available eon your Prizer Representative or 
the Medical Pfizer Laboratories. 


mg./2 ce. 
250 mg./2 ce. ampule 


} 
for the first time 
T 
CONVENIENCE 
AND ECONOMY 
l byoc /-specty } 
in parenteral broad-spectrum 
. 
antibiotic therapy 
\ 
\ \ \ 
SOLUTION | 
. SAVE TIME — Ready-to-inject Terramycin Intramuscular Solution 
eliminates steps necessary in constituting dry formulations. 
\ 
SAVE WASTE — Stable Terramycin Intramuscular Solution eliminates 
the discarding of material because of poor stability 
“ifs SAVE DOLLARS — New Terramycin Intramuscular Solution is 
gtk? economical broad-Spectrum antibiotic therapy 
Stablished 
_ 
CIiIDDIV- intramuscular Solution — 
Phrzer Science for the world’s well-being 
PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y 
| Contains 2% Xylocaine® (lidocaine), trademark of 
| Astra Pharmaceutical Products, inc 


an important new solution 


to the problem of resistant 


staphylococcus infections 


Penicillin (131,056-fold increase) 


Vancocin (4 to 8-fold increase) 
’ ] 
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9 11 
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Number of Transfers 


DEVELOPMENT OF RESISTANCE BY STAPH. AUREUS TO VANCOCIN AND PENICILLIN 
Development of resistance to Vancocin has not been demonstrated clinically. It is even difficult 
to “force” development of resistance in laboratory studies. 


® Vancocin is bactericidal in readily 
achieved serum concentrations. 


® Vancocin is effective against anti- 


biotic-resistant pathogens. Cross- 
resistance does not Occur. | 


Vancocin™ (vancomycin, Lilly) 


EL! LILLY AND COMPANY 


INDIANAPOLIS 6, INDIANA, U.S.A. 


@ Vancocin averts the development 


_ of antibiotic-resistant organisms. 


Supplied: Only as Vancocin, I.V., 500 
mg.; available in 10-cc. rubber- 
stoppered ampoules. 
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Parkside Model 5601 


IF IT’S A GENUINE Gendron 


...IT’S THE FINEST OF ITS KIND! 
for quality, durability... for assured patient comfort! 


Like all Gendron wheeled equipment, for 
hospital or home patient rehabilitation, the 
Parkside folding wheel chair is designed to 
provide the utmost in appearance, comfort 
and mobility. The strong, ruggedly con- 
structed frame is welded, chrome plated 
tubular steel for years of trouble-free serv- 
ice and pleasing appearance, plus extra 
strength and shock absorbing action. Back 
and 18” seat are of soft, yet rugged Nylon 


Mohair for warmth. This exclusively Gen- 
dron seat won’t sag or squeeze, but offers 
continued patient comfort over long periods 
of usage. Standard equipment includes up- 
holstered arm rests, stainless steel side 
guards, adjustable die-cast aluminum fold- 
ing foot rests, 24’’ ball bearing tangent 
spoke rear wheels with 1’’ rubber tires, and 
tubular handrims. Write for full details on 
the Parkside and Gendron’s complete line. 


GENDRON ...FOR OVER 85 YEARS THE QUALITY MANUFACTURER 
3 OF WHEELED EQUIPMENT FOR THE PATIENT OR THE HANDICAPPED 


THE 
GENDRON 
WHEEL COMPANY 
PERRYSBURG, OHIO 
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Nurse, 
when will 
doctor be here? 


Add AUDIO 


to your present 


VISUAL nurse call system 


_ of corridor domelights 


He's expected 
shortly, 
Mrs. Jones 


Executone’s DEPENDABLE Audio Visual 
Nurse Call System Cuts Foot Travel in Half! 


Easily and quickly added to your present visual domelight 


system, Executone frequently uses existing conduits or Just off the press! 
raceways— providing you with a modern Audio-Visual 
Nurse Call System! All accomplished with no interruption Better 
of service earns installation Patient Care” 
Many hospitals—old and new—are discovering the econo- 
my and efficiency of Executone’s Audio-Visual system. dees 
More patients are handled with less effort, in less time! patient care and make maxi- 
One hospital reports that Executone has reduced operating 
costs 8% per bed. /t is an invaluable aid in relieving the 
nurse shortage. Executone 
ssing a bedside button, the patient activates signals. Cali Systeme made by the Carguen 
station, corridor domelight, buzzer and light on duty sta- are Doctors’ Paging Systems, Bedside Radio-Sound Systems, 


Departmental Administrative Systems. Send in the coupon 


tions. The nurse presses key to reply ... Executone’s Call below for your complimentary copy. 


System may be installed complete, added to existing dome- 
light systems, or installed without domelights. 


In Canada: 331 Bartlett Avenue, Toronto 


EXECUTONE, INC., Dept. 415 Lexington Ave., New York 17,N.¥. 

| . Without obligation, please send me a complimentary copy of “Better e 
Patient Care.”’ 

Name Title. ° 

City State 
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hospital assaciation meetings 


AMERICAN HOSPITAL ASSOCIATION : 
NATIONAL MEETINGS 


1960 


Aug. 29-Sepit. 1—62nd annual meeting. San Francisco (Civic Audi- 
torium) 


MEETING AND INSTITUTE 
CALENDAR 


THROUGH FEBRUARY 1960 


(American Hospital Association institutes are in BOLDFACE type. 
Meetings of other hospital associations are in LIGHTFACE type. 
Other organizations in the health field are shown in ITALICS.) 


NOVEMBER 


2-4 Association of American Medical Colleges, Chicago (Edge- 
water Beach Hotel) 
2-6 Hospital Engineering, Chicago (AHA ociiserwee 
4-7 American Association of Blood Banks, Chicago (Edgewater 
Beach Hotel) 
' §-6 Oklahoma Hospital Association, Tulsa, (Mayo Hotel) 
S-11 Basic Institute for Directors of Hospital Volunteers, Chicago . 
(AHA Headquarters) 
9-13 Physical Therapists, Houston (Rice Hotel) 
12-13 Kansas Hospital Association, Kansas City (Town House 


Hotel) 

Hypodermic nag ofc 12-14 Virginia Hospital Association, Old Point Comfort (Hotel | 
Chamberlain) 

15-20 Radiological of orth America, Chicago (Palmer 

The reason is they 


16-19 Central Service dntetetation, Chicago (AHA Headquarters) 

16-20 American Association of Medical Record Librarians, Basic 
Institute for Medical Record Personnel, Denver (Cosmopol- 
itan Hotel) 

29-Dec. 2 National Society for Crippled Children and Adults, 
Chicago (Palmer House) 

30-Dec. 4 Dietary Department Administration, Portland, Ore. 
(Multnomah Hotel) 


not expect such quality at odie 

so low. VERITY syringes hove 
been proven in use, ae 

tions are permonently fused inte — 


DECEMBER 
The ability to withstand repented 1-3 Administrators’ Secretaries, Chicago (AHA Headquarters) 
sterilization . . . without discolor 1-4 American Medical Association, Clinical Session, Dallas (Me- | 
Stion or ae morial Auditorium) 
e ere 3-4 Florida Hospital Association, Jacksonville (Robert Meyer 
Hotel) 
7 The complete range of types a 3-4 Illinois Hospital Association, Springfield (Abraham Lincoln) 
na sizes . . . interchangeable or 4 Hospital Association of Hawaii, Honolulu (Hawaiian Village) 
matched barrels and plungers. “i _ 7-11 Hospital Design and Construction, Chicago (AHA Head- 
7 ay ic os 26-31 American Association for the Advancement of Science, 
The sure fit, no leak fit and the . Chicago 
Se eae 11-15 Advanced Institute on Hospital Purchasing, San Francisco | 
(Whitcomb Hotel) 
: 11-15 Operating Room Administration, Cleveland (Pick-Carter 
Hotel) 
" FREE Write Mercer today 21-22 Alabama Hospital Association, Birmingham (Hotel Dinkler | 
Tutweiler) 
| for fascinating histery of the 21-22 Association of Medical Record Consultants, Chicago (Morri- : 
hypodermic syringe and also son Hotel) | i 
samples for your own test 25-29 Nurse Anesthetists, Pittsburgh (Pick-Rooseveélt Hotel) 
purposes. Verity syringes are 26-28 Community Relations for Hospital Auxili Chicago (AHA 
sold only through accredited Headquarters) 
; supply houses. FEBRUARY 
4-6 American College of Hospital Administrators, Third Annual 
| Congress on Administration, Chicago (Morrison Hotel) 
7 7-9 American Medical Association, Congress on Medical] Educa- 
tion and Licensure, Chicago (Palmer House) 
MERCER GLASS WORKS, INC. 16-18 National Association of Methodist Hospitals and Homes, 
Columbus, Ohio (Deshler Hilton Hotel) 
3 18% eae New York 3, N. Y. 16-19 American Protestant Hospital Association, Columbus, Ohio 
(Deshler Hilton Hotel) 
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PRE-WRAPPED 


Steripak Non-Adhering Dressing 


e A unique dressing for minimal drainage wounds. 

3 a e Absorbent pad, faced with non-adhering perforated film. 
q e Super-Stick adhesive, vented for maximum aeration, 

. holds dressing firmly in place. 


THE MOST TRUSTED NAME IN STERILE SURGICAL DRESSINGS 


é ¥ 


officans, 


trustees and councils 


OFFICERS 


President 


Russell A. Nelson, M.D.. Johns Hopkins Hospital, 
Baltimore 5 


President-Elect 


‘Frank 8. Groner, Baptist Memorial Hospital, Memphis 


3, Tenn. 

Immediate Past President 

Ray Amberg, University of Minnesota Hospitals, Min- 
neapolis 14 


Treasurer 
- N. Hatfield, Passavant Memoria! Hospital, Chicago 


Executive Vice President 

Edwin L. Crosby, M.D., 840 North Lake Shore Drive, 
Chicago 11 

Secretary 

— J. Norby, 840 North Lake Snore Drive. Chicago 


Assistant Secretary 
— E. Hague, 840 North Lake Shore Drive, Chicago 


Assistant Treasurer 
se E. Sullivan, 840 North Lake Shore Drive, Chicago 


BOARD OF TRUSTEES 


Chairman: Russell A. Nelson, M.D., ex officio, Johns 
Hopkins Hospital, Baltimore 5 

Ray Amberg, ex officio, University of Minnesota Hos- 
pitals, Minneapolis 14 

Frank S. Groner, ex officio, Baptist Memorial Hos- 
pital, Memphis 3, Tenn 

John N. Hatfield, ex officio, Passavant Memorial Hos- 
pital, Chicago 11 


Term Expires 1960 


Rt. Rev. Msgr. Edmund J. Goebel, archdiocesan direc- 
tor of hospitals, Milwaukee 12 


Rear Adm. B. W. Hogan, MC, USN, surgeon general, 


Department of the Navy, Washington 25 
Carl C. Lamley, Stormont-Vail Hospital, Topeka, Kans. 


Term Expires 1961 


D. R. Easton, M.D., Royal Alexandra Hospital, Edmon- 
ton, Alta. 

Hilda H. Kroeger, M.D., Elizabeth Steel Magee Hos- 
pital, Pittsburgh 13 

Clarence E. Wonnacott, Dr. W. H. Groves Latter-Day 
Saints Hospital, Salt Lake City 3, Utah 


Term Expires 1962 


Philip D. Bonnet, M.D., Massachusetts Memorial Hos- 
pitals, Boston 18 

James M. Daniel, Columbia Hospital of Richland 
County, Columbia, 8.C. 

Stanley A. Ferguson, University Hospitals of Cleveland, 
Cleveland 6 


Coordinating Council 


Chairman; Frank S. Groner, Baptist Memorial Hospi- 
tal, Memphis 3, Tenn. 

Russell A. Nelson, M.D., ex officio, Johns Hopkins 
Hospital, Baltimore 5 

H. Charles Abbott, Hospital Service of Southern Call- 
fornia, Los Angeles 27 

Strong Memorial Hospital, Rochester 
0, N.Y. 

E. Dwight Barnett, M.D., Palo Alto-Stanford Univer- 
sity Medical Center, Palo Alto, Calif. 

George Cartmill Jr., Harper Hospital, Detroit 1 

Mrs. Palmer Gaillard Jr., Mobile Infirmary Women’s 
Auviliary, Mobile 16, Ala. 

T. Stewart Hamilton, M.D., Hartford Hospital, Hart- 


Boone Powell, Baylor University Medical Center of 
Dallas, Dallas 19. Tex. 

Martin R. Steinberg. M.D., Mount Sinai Hospital, 
New York 29 


Council on Administrative Practice 


Chairman: George Cartmill Jr.. Harper Hospital. De- 
troit 1 


Term Expires 1960 

Horace M. Cardwell, Memorial Hospital, Lufkin, Tex. 

Jack A. L. Hahn, Methodist Hospital of Indiana, In- 
dianapolis 7 

George A. Hay (vice chairman), Hospital of the 
Woman's Medical College of Pennsylvania, Philadel- 
phia 29 


Term Expires 1961 

Mark Berke, Mount Zion Hospital and Medical Center. 
San Francisco 15 

James M. Crews, Methodist Hospital. Memphis 4, Tenn. 

William K. Klein, Long Island College Hospital, 
Brooklyn 1, N.Y. 
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few Expires 1962 
George W. Graham, M.D., Ellis Hospital, Schenectady 


8, N.Y. 

Victor F. Ludewig, George Washington University Hos- 
pital, Washington 7 

Russell H. Miller, University of Kansas Medical Cen- 
ter, Kansas City 12, Kans. 

Secretary: Richard L. Johnson, 840 North Lake Shore 

Drive, Chicago 11 


Council on Association Services 


Chairman: Boone Powell, Baylor University Medical 
Center of Dallas, Dallas 10, Tex. 

Term Expires 1960 

Leo M. Lyons, American Protestant Hospital Assocta- 
tion, Chicago 11 

Roy KR. Prangley, 385 27th St., Boulder. Colo. 

Abram L. Van Horn, M.D., Kate Macy Ladd Convales- 
cent Home, Far Hills, N_J. 

Term Expires 1961 

Avery M. Millard, California Hospital Association, San 
Francisco 2 

Sister Rose Marie, St. Marvy’s Hospital, Pierre, 8S. Dak. 

Rev. Granger Westberg, University of Chicago Clinics, 
Chicago 37 

Term Expires 1962 

William 8S. Brines, Newton-Wellesley Hospital. New- 
ton Lower Falls 62, Mass. 

J. A. Gilbreath, Arkansas Baptist Hospital, Little 


Rock, Ark. 
Richard Lubben, Bozeman Deaconess Hospital, Boze- 
man, Mont. 


Secretary: Fdmond J. Lanigan, 840 North Lake Shore 
Drive, Chicago 11 


Blue Cross Commission 
Chairman: H. Charles Abbott. Hospital Service of 
Southern California, Los Angeles 27 (1961) 


Term Expires 1960 

George T. Bell (vice chairman), Hospital Service As- 
sociation of Northeastern Pennsylvania, Wilkes-Barre. 
Pa 


Joseph O. Burger (treasurer), Nebraska Blue Cross 
Hospital Service Association, Omaha 2, Nebr. 

Ralph Hammersley Jr., Associated Hospital Service of 
Capital District, Albany 10, N.Y. 

William 8S. McNary, Michigan Hospital Service, De- 


Joseph A. Monaghan, Alberta Blue Cross Plan, Edmon- 


H. F. Singleton, Blue Cross-Blue Shield of Alabama, 
Birmingham 5, Ala. 

Ray K. Swanson, Swedish Hospital, Minneapolis 4 

Term Expires 196! 

Sam J. Barham, Kansas Hospital Service Association, 
Inc., Topeka, Kans. 

Paul G. Drescher, Associated Hospital Service of New 
York, New York 16 

Rt. Rev. Msgr. Robert A. Maher. an director of 
health and hospitals, Toledo 2, 

John B: Morgan Jr.. Associated Service, Inc., 
Youngstown 7, Ohio 

F. P. Rawlings Jr., Group Hospitalization, Inc., Wash- 
ington 6 

Stanley H. Saunders. Hospital Service Corporation of 
Rhode Island, Providence 2, R.I. 

Term Expires 1962 

Tol Terrell, Shannon West Texas Memorial Hospital. 
San Angelo, Texas 

Director: Richard M. Jones, 840 North Lake Shore 
Drive, Chicago 11 


Council on Government Relations 


Chairman: Martin R. Steinberg, M.D., Mount Sinai 
Hospital, New York 29 

Term Expires 1960 

Harry E. Panhorst, Washington University Clinics, St. 
Louls 10 

Harold egal Richmond Memorial Hospital, Rich- 
mond 27, 

Kenneth Wallace, St. John’s Hospital, Tulsa 4. Okla. 

Term Expires 196! 

Kenneth Holmquist. Bethesda Hospital. St. Paul 1 

Rev. John J. Humensky. Ph.D... Catholic Charities 
Bureau, Diocese of Cleveland, Cleveland 14 


William L. Wilson (vice chairmen). Mary Hiteheock 


Memorial Hospital. Hanover, N. 


Term Expires 1962 
W. P. Earngey Jr., Harris Hospital. Fort Worth 4, 


Texas 

Clyde L. Sibley. Birmingham Baptist Hospital. Bir- 
mingham 11. a. 

W. W. Stadel. M.D... San Piego County General Hos- 
pital, San Diego 3, Calif. 

Secretary: Kenneth Williamson, Washington Service 
Bureau, Mills Bidg., 17th St. and Pennsylvania Ave., 
N.W., Washington 6 


Council on Hospital Auxiliaries 

Chairman: Mrs. Palmer Gaillard Jr., Mobile Infir- 
mary Women's Auxiliary, Mobile 16, Ala. 

Term Expires 1960 

Guy M. Hanner, Good Samaritan Hospital, Phoenix, 


Ariz. 

Mrs. Harry Milton (vice chairman), Jewish Hospital 
of St. Louis Auxiliary, St. Louis 10 

Laura Vossler, Columbia-Presbyterian Hospital in the 
City of New York, New York 32 


OF THE AMERICAN HOSPITAL ASSOCIATION 


Term Expires 1961 

Mrs. Columbus Conboy, Ladies Auxiliary of St. Joseph 
Infirmary, Louisville 17 

Mrs. Leonard A. Lang, Women’s Auxiliary Cambridge 
State School and Hospital, Cambridge, Minn. 

Mrs. Kurt A. Scharbau. Rockford Memorial Hospital 
Auxiliary, Reckford, Ti. 

Term Expires 1962 

Mrs. Robert N. Carson, New Rochelle (Hospital) League 
for Service. Inc., New Rochelle, N.Y. 

Max L. Hunt, Yakima Valley Memorial Hospital. 
Yakima, Wash. 

Melba Powell, Coahoma County (Hospital) Women's 
Auxillary, Clarksdale, Miss. 

Secretary: Patricia Sussmann, 840 North Lake Shore 
Drive, Chicago 11 


Council on Planning, Financing 

and Prepayment 

Chairman: J. Milo Anderson, Strong Memorial Hos- 
pital, Rochester 20. N.Y. 

Term Expires 1960 

Herman Herold, North Louisiana Sanitarium. Shreve- 
port Ta. 

Delbert L. Pugh, Columbus Hospital Federation, Co- 
lumbus 3. Ohio ’ 

Sister Mary Vincent, R.N.. Santa Rosa Hospital. San 
Antonio 7. Tex. 

Term Expires (96! 

Dean A. Clark, M.D. (vice Sram Massachusetis 
he Hospital, Boston 1 

John D. Porterfield, M.D., ~~ surgeon general, 
Public Health Service. Washington 25 

John H. Zenger,. Utah Valley Hospital, Provo, Utah 

Term Expires 1962 

Stanley W. Martin, Ontario Hospital Association, To- 
ronto 7, Ont. 

James P. Richardson, Presbyterian Hospital, Charlotte 
1, N.C 


Robert | M. Sigmond, Hospital Council of Western 
Pennsylvania, Pittsburgh 13 

Secretary: Hiram Sibley, 840 North Lake Shore Drive. 
Chicago 11 


Council on Professional Practice 


Chairman: T. Stewart Hamilton, M.D.. Hartford Hos- 
pital. Hartford 15, Conn 

Term Expires 1960 

Louis B. Blair, St. Luke’s Methodist Hospital. Cedar 
Rapids, Iowa 

Gerhard Hartman, University Hospitals, 
City, Iowa 

Leon C. Pullen Jr.. Decatur and Macon County Hospi- 
tal. Decatur, Il. 

Term Expires 196! 

Leonard O. Bradley, M.D.. Winnipeg General Hospi- 
tal, Winnipeg 3, Man. 

Richard DPD. Vanderwarker, Memorial Center for Cancer 
and Allied Diseases, New York 

David B. Wilson. M.D. (vice chairman), University 
Hospital, Jackson 5, Miss. 


Term Expires 1962 

Henry T. Clark Jr., M.D., University of North Caro- 
lina, Chapel Hill, N.C. 

Cecilia H. Hauge, R.N., Veterans Administration, Wash- 
ington 25 

Henry N. Pratt, M.D., Society of the New York Hos- 
pital, New York 21 

Secretary: Madison B. Brown, M.D., 840 North Lake 
Shore Drive, Chicago 11 


Council on Research and Education 


Chairman: E. Dwight Barnett, M.D., Palo Alto-Stan- 
ford University Medical Center, Palo Alto, Calif. 


Term Expires 1960 

Celeste K. Kemler, Valley View Hospital, Ada, Okla. 

J. Dewey Lutes, Woonsocket Hospital, Woonsocket, R.I. 

Harry M. Malm, Lutheran Hospitals and Homes So- 
ciety. P.O. Box 1587. Fargo, N. Dak 

Term Expires 196! 

Maj. Gen. Elbert DeCoursey. MC, USA, Army Medical 
Service School, Fort Sam Houston, Tex. 

Charles 8. Paxson Jr., Hahnemann Hospital, Philadel- 
phia 2 

James W. Stephan (vice chairman), University of 
Minnesota, Minneapolis 

Term Expires 1962 

Charles D. Flagle, Johns Hopkins Hospital. Balti- 
more 5 

Walter J. McNerney, University of Michigan School of 
Business, Ann Arbor, Mich. 

Andrew Pattullo, W. K. Kellogg Foundation, Battle 
Creek, Mich. 

Secretary: Daniel S. Schechter, 840 North Lake Shore 
Drive, Chicago 11 


Executive Staff 


Edwin L. Crosby, M.D.. director 

Maurice J. Norby, deputy director 

Kenneth Williamson, associate director 

Madison B. Brown, M.D.,. associate director 

James E. Hague, assistant director 

L. Johnson. assistant director 
ond J. Lanigan. assistant director 

ie E. Sullivan. controller 
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Announcing 


brand of furaltadone 


a new member in the nitrofuran family 


| -CH, \ 

CH .——CH-CH, -N | 
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the first nitrofuran effective orally 


in systemic bacterial infections 
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5-morpholinomethy!-3-(5- nitrofurfurylideneamino)-2- oxazolidinone 


The promise of — 


in clinical medicine 
Extensive laboratory and clinical investigative effort has been devoted to the screening and evaluation of 


nitrofuran compounds in the quest for agents with systemic antibacterial effectiveness. ALTAFUR is the achieve- 


ment of this program. 


In vitro, ALTAFUR is effective against the following gram-positive and 
gram-negative organisms (isolated from clinical infections) : 


Organism Sensitive Resistant % Sensitive 
Staphylococci* 181 1 99.4 
Streptococci 65 1 98.5 
D. pneumoniae 14 0 100.0 
Coliforms 34 3 91.8 
Proteus 3 5 50.0 
A. aerogenes 8 0 100.0 
Ps, aeruginosa 4 55.5 


*Includes many strains resistant to antibiotics. 


_ As with other nitrofuran compounds, development of bacterial resistance is negligible. 


Clinically, ALTAFUR has proven most effective in the treatment of a variety of conditions including pulmonary 
infections (pneumonia, empyema, bronchiolitis), upper respiratory tract infections, abscesses, cellulitis, pyo- 
dermas, septicemia/ bacteremia and various wound infections. ALTAFUR has produced cures in 75% of cases, and 


significant improvement in 10%. 


To date, ALTAFUR has been used most extensively in staphylococcal infections with a cure rate of 66% and 
an improvement rate of 20%. Of particular importance, a number of these patients had not responded to 
previous therapy with antibiotics or other chemotherapeutic agents. 


In common with the other available nitrofurans, ALTAFUR has a low order of side effects. Nausea and emesis 
occur occasionally but these can be minimized or eliminated through dosage adjustment and by giving the 
drug with meals and with food or milk on retiring. In the two instances in which a neutropenia developed, 
ALTAFUR was not clearly implicated. There has been no cross-sensitization of patients with other antibacterials. 
The average adult dose is one 250 mg. tablet q.i.d. with meals and foéd or milk at bedtime. For severe staphy- 
lococcal infections, the dosage may be increased to approximately 30 mg./Kg. (13.5 mg./lb.) body weight 
per day, administered in four equally divided doses. The average length of therapy is five to seven days. 
Because this is a new drug, therapy probably should not be continued for more than 14 days except in severe 
or complicated cases, such as osteomyelitis, endocarditis, bacteremia (septicemia), etc. 

Additional information may be obtained from the Medical Director, Eaton Laboratories. 

ALTAFUR is available as quadrisected, chartreuse-colored tablets of 50 mg. and 250 mg. ALTAFUR Sensi-Discs, 
for bacterial sensitivity tests, are available from Baltimore Biological Laboratory. 


NITROFURANS—a unique class of antimicrobials—neither antibiotics nor sulfonamides 


- EATON LABORATORIES, NORWICH, NEW YORK 
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another hospital problem with the (i 
ARM BOARD SYSTEM 


THE IPCO I. V. ARM BOARD SYSTEM 
is comprised of 


® CUSHION BOARD of soft, polyure- 
thane foam bonded to a basswood 
splint core. Entire board encased in heat- 
sealed vinyl. PLUS, 


DISPOSABLE DURA-WEVE® SLEEVE 
this combination provides: 
A reusable, easily cleaned board 
Complete adaptation to normal procedure 


Greater utility with no time 
loss in the preparation of arm boards 


Greater patient-comfort since Dura-Weve® 
absorptive qualities help prevent irritation 


One time use of sleeve for each patient 
aids materially in controlling cross infection 


®PRODUCT OF SCOTT PAPER CO. 


e acomplete source for 


hospital supplies and 


ITAL SUPPLY CORP. 


161 SIXTH AVENUE * NEW YORK 13, N. Y. 


OTHER OFFICES: CHICAGO 45, IiL., DALLAS 35, TEXAS 


PAT. PEND. 


An effective method to immobilize patient’s arm in the adminis- 
tration of intravenous solutions-thus abolishing the need for 
materials and time spent in preparing makeshift arm boards. 
The IPCO I.V. Arm Board System provides a comfortable, unified, 
economical prop in accord with today’s most modern technique. 


600 (2 cases) 


HE-616 Ince Ly Board x 
HE-616X 1.V. 
$ 1.35 ea. 6 $ 1.20 ea. 
x - | 13,95 doz. 1 doz. 12.75 doz. 
12.95 doz. 3 doz. 11.75 doz. 
doz. 11.95 doz. 10.75 doz 
(Minimum Order - 6) 
3 HE-61GAX Dura-Weve® Sleeve 
HE-616A Dura-Weve® Sleeve HE for 1.V. Arm Board 
for 1.V. Arm B (600 PER CASE) 
18” LONG 
(300 PER CASE) 
[ease 
748° 
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introducing the aubtons 


Billy S$. Bartley, assistant adminis- 


trator of the Richmond (Va.) . 


Memorial Hospital, appraises the 
layout and design of the new 400- 
bed Richmond Memorial Hospital 
in his article on p. 51. Mr. Bartley 
is also assistant secretary of the 
hospital’s board of trustees. 

Before joining the staff of the 
Virginia hospital in 1956, Mr. 
Bartley held hospital and business 
management posts in Knoxville, 
Tenn., hospitals for eight years. He 
formerly served as credit manager 
of St. Mary’s Memorial Hospital 
and as business manager and assis- 
tant administrator of East Tennes- 
see Baptist Hospital. 

A member of the American As- 
sociation of Hospital Accountants, 
Mr. Bartley is currently president 
of the association’s Virginia chap- 
ter. He is a past president of the 
Tennessee chapter. 

Mr. Bartley is a member of the 
_ American College of Hospital Ad- 
ministrators. 


Elmo Roper reports the findings of 
a New York survey of public at- 


_ titudes toward hospitals and hos- 


pital care in his 
article on page 
55. Conducted 
by Elmo Roper 
and Associates, 
New York City, 
for. the United 
Hospital Fund, 
the 1958 survey 
showed that the 
people of New 
York City have 
a high opinion 
of their hospitals’ technical facili- 
ties and performance, but a low 
opinion of the attitudes of hospital 
personnel and certain administra- 
tive procedures in hospitals. 

Mr. Roper has been engaged in 
public opinion analysis and in 
marketing consultation work for 
the past 20 years. He has conducted 
research on products and design, 
public relations and labor rela- 
tions for many manufacturers and 
commercial clients. 

He entered the field of market- 
ing research in 1933 with 12 years 
of experience in the jewelry field. 
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While serving as a retail jeweler 
and a jewelry manufacturer’s sales- 
man, he became increasingly 
aware of the need to find out what 
the public wants rather than to 
sell the public what the manu- 
facturers think they should want. 

Several colleges and universities 
have awarded him honorary de- 
grees for his contributions to 
public opinion research. They in- 


clude Williams College, Williams- 


town, Mass., in 1943 and the Uni- 
versity of Louisville, Ky., in 1947 
(LL.D. degree). 

Mr. Roper is also well known as 
a writer and public speaker. He 
is a contributing editor of The 
Saturday Review and the author of 
a new book, You and Your Leaders. 


Vernon O. Trygstad recommends 


central distribution of drugs and 
frequent inspection of ward units 


by the nurse and pharmacist to 
insure adequate ward drug service 
and control (p. 73). 


~ MR. TRYGSTAD 


Mr. Trygstad is director of phar- 
macy service, 
Department of 
Medicine and 
Surgery, Veter- 
ans Administra- 
tion, Washing- 
ton 25, D.C. This 
year he is also 
serving as pres- 
ident of the 
American So- 

ciety of Hospital 
Pharmacists. 
After receiving his B.S. degree 

in pharmacy at North Dakota State 


College, Ellendale, he served as a 


retail pharmacist before becoming 


anarcotic agent for the U.S. Bureau 


of Narcotics. 

During World War II he served 
in the U.S. Navy and held the rank 
of lieutenant (junior grade). 

Mr. Trygstad holds membership 
in the American Pharmaceutical 
Association and in the Interna- 
tional Pharmaceutical Federation. 


PENNY WISE— 


Imitations 
Come and Go 


It requires more than a simple 

process to make sterilizer con- 

trols. That’s why no imitation of 

Diack Controls has ever produced 

what the hospitals need—a sim- 

ple, foolproof method of prov- 
ing sterilization. 


Go back to the first principles of 
cleanliness and sterility and you 
will control the staph problem. 


POUND FOOLISH 


SMITH & UNDERWOOD, Royal Oak, Michigan 
Sole manufacturers of Diack Controls and Inform Controls 
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Ph, 
TIME-TRIED 
Diack Control 
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PROTEIN NUTRITION* 


OPTIMU 


4 


ve 


“Te erevide ampie protein for good 
“growth and the development of sound 
pius a reserve allow- 
situations, Baker’s Mod- 
MUR Srovides 2.2% protein (3.7 gm. 
kilogram sf body weight per day). 
Mest infants may grow satis- 
on cowe’ milk formulas witha 
intake close to the level of breast 
formulas may provide toonar- —_- 
eee row a threshoid of safety*. When stress | 
Situations. as respiratory ailments, 
Sever and diatriiea. occur, the baby’s 
Tor protein may be increased®. 


*Prsviding the normal 
dietury requirement pilus a 
reserve for stress situations. 


> 


THE BGARER LABORATORIES, INC. 
Makers of fiexibte formula 
Cleveland 3, 


1. Recommended Dietary Allowances, NAS-NRC 
| 


@. Ponte et al.: Nutrition, New York, 
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Manually Operated Now 
... Hasy Conversion to 


Electric Operation 
Later on 


HARD’S NEW 
UNI-CRANK MULTI-HITE BED 
1493-PG 


e Single crank is permanently attached at foot end. 


e Easy to operate, needs only 29 turns to fully 
elevate or lower entire bed. 


e Exclusive Fulcrumatic Action reduces compli- 
cated gearing, insures safe, quiet operation. 


e Easy to convert to electric operation when 


desired. 

Standard accessories include: 
Fittings for 1516-PG Slida-Sides 
Chrome Baffle covers 
3” BB casters 


Contact Your Hospital Supply Dealer or write 


HARD MANUFACTURING COMPANY 
117 Tonawanda Street, Buffalo 7, New York 
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}» AMA REPORTS ON INTERNSHIPS AND 
RESIDENCIES—-The combined intern- 
ship and residency vacancies stood 
at 7177 on Sept. 1, 1958, according 
to a report published in the Jour- 
nal of the American Medical As- 
sociation. This represented a slight 
decrease in unfilled positions from 
the previous year. Comparing the 
1957-1958 period with the previous 
year, the AMA survey showed also 
that— 

e@ The total number of intern- 
ships offered showed a 1 per cent 
increase. | | 

@ The number of approved resi- 
dency programs increased by 4 per 
cent. 

e Fewer hospitals offered in- 
ternship programs. 

e@ The internship occupancy rate 
remained at an average of 83 per 
cent; that rate increased for resi- 
dencies. 

@ In nongovernmental hospitals 
an average of 9.5 interns were on 
duty. 

e@ The trend toward higher in- 
ternship stipends appeared to have 
come to a halt. 

@ The number of foreign stu- 
dents participating in 1959 gradu- 
ate training programs showed a 
sharp decline. 

@ The majority of programs pro- 
vided full maintenance for both 
interns and residents. 

e@ Half of the residents were pro- 
vided hospitalization prepayment 
or insurance by the hospitals. (De- 
tails pps. 114-116.) 


* CLINIC PHYSICIANS DISCUSS LEGISLA- 
TION, PREPAYMENT AT CONVENTION— 
In resolutions adopted at the 10th 
annual session of the American As- 
sociation of Medical Clinics, the 
delegates— | 

@ Opposed Forand-type federal 
legislation. 


@ Voted for prepayment of out- | 


patient services by Blue Cross and 
Blue Shield. 

Other topics included on the 
meeting’s agenda were: Physician- 
patient relationship, as affected by 
introduction of a third party. In- 
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terprofessional relationships — the 
change in attitude between panel 
and nonpanel physicians. The role 
of group practice in providing 
health care for the aged. (Details 
p. 117.) 


> NEW YORK LABOR PLANS INDEPENDENT 
HEALTH PROGRAM—Opening another 
chapter in the controversy between 
unions and hospitals, president of 
the New York City Central Labor 
Council announced that 26 of the 
city’s unions were now considering 
establishment of a labor-sponsored 
health insurance program, a chain 
of hospitals, and possibly even a 
medical school. 

The president of the city’s hos- 
pital association made a reply to 
the labor leader’s bitter criticism 
of the hospital field interspersed 
in the announcement of the pro- 
gram. He also commented on the 
fact that hospitals care for the in- 
digent, and that in their program 
the unions would be shirking re- 
sponsibility for that population 
segment. 

Representatives have been 
named to the permanent adminis- 
trative committee which had been 
called for in the agreement that 
ended last spring’s hospital strike 
in New York. (Details p. 117.) 


> REPORT FROM WASHINGTON—Fol- 
lowing the enactment of the hous- 
ing bill, the Federal Housing Au- 
thority last month began work on 
a number of health field programs 
contained in that measure. 

The programs under develop- 
ment were: | 

Insurance for proprietary nurs- 
ing homes. 

Loans for construction or reha- 
bilitation of rental housing for the 
elderly. 

Mortgage insurance for new or 
rehabilitated living units for the 
elderly. 

Loans for construction of student 
nurse and intern housing. 

Details released by the Federal 
Housing Authority concerning 


_these programs included: maxi- 


mum mortgage and interest rates; 
the maximum amounts obtainable 
through a loan and the interest 
rates on such loans, and specifica- 
tions on eligibility for the federal 
funds. (Details p. 109.) 

@ Hearings on the relation of 
quality of medical care to its cost 
were conducted as part of a study 
by the Joint Economic Committee 
of Congress. (Details p. 111.) 

e Health care developments 
were discussed by Rep. Thomas B. 
Curtis (R-Mo.). The Missouri con- 
gressman has been active on two 
committees directly concerned with 
legislation of interest to hospitals. 
(Details p. 111.) 


> PHS REPORT PREDICTS DROP IN PHYSI- 
CIAN/POPULATION RATIO—-The re- 
cently released Public Health Serv- 
ice report on the trend in supply 
of medical manpower predicts a 
greater shortage of physicians, 
dentists and osteopaths by 1975. It 
shows that, based on the present 
trend, the ratio per 100,000 popu- 
lation will drop to 126 for doctors 
of medicine, and to 50 for dentists. 
For professional nurses, however, 
the ratio was expected to show a 
gain. (Details p. 116.) 


}> NEW ADMINISTRATION COURSE OPENS 
IN WASHINGTON, D.C.—The establish- 
ment of a graduate program lead- 
ing to a master’s 

_ degree in hospi- 
tal administra- 
tion has been 
announced by 
the George 
Washington 
University, 
Washington, 
D.C. It will be 
conducted by 
the university’s 
Department of 
Business and Public Administra- 
tion in the School of Government. 
Frederick H. Gibbs, one time 
head of the Baylor University pro- 
gram in hospital administration 
and a retired U.S. Army colonel, 


COL. GIBBS 


has been appointed professor of 
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hospital administration and will 
have charge of the new program. 
The full program, with all courses 
available in the evening, will begin 
in the spring semester, 1960. Cer- 
tain courses, however, are already 
being offered in the fall semester. 


NORTHWESTERN DISCONTINUES HOSPI- 
TAL ADMINISTRATION PROGRAM— The 
Northwestern University’s special- 
ized program in hospital adminis- 
tration has been discontinued, and 
applications are no longer being ac- 


cepted. The university an- 
nounced that it hoped its broader 
graduate study in business admin- 
istration will provide an educa- 
tional foundation suitable for 
students interested in hospital ad- 
ministration careers. However, the 
university said, if the business ad- 
ministration program should in the 
future include enough students in- 
terested in hospital careers, special 
courses and seminars would be pro- 
vided for them. Members of the 
1961 class will be the last to re- 


FIRST 
STEP 


IN 
POSITIVE 
IDENTIFICATION 


Footprinting at birth is recommended by the F.B.I. and the American 
Hospital Association as a permanent means of identification — throughout 
life. But both organizations underline the fact that a smudged print is 
useless. 

With the “dry-plate” FootPrinter by Hollister anyone can get a sharp, 
identifiable print every time. What's more, there is no inking, no rolling, 
no mess . . . and protection against cross infection, thanks to a bactericidal 
additive in the plate. Once you've —_ 
tried the Hollister FootPrinter, 
there’s no other way. Write for 
free booklet and information on 
ten-day trial offer. 


“dry-plate” 
FOOTPRINTER 


by 
JS INCORPORATED 


ceive the master of hospital ad- 
ministration degree from North- 
western University. | 


> DISTRICT OF COLUMBIA BLUE SHIELD 
ANNOUNCES CHANGES—The Medical 
Service of the District of Columbia 
announced last month that it was 
extending its coverage to include 
surgery in nonhospital facilities, 
including the patient’s home or a 
doctor’s office. At the same time 
the plan said it must increase its 
rates. The increase, effective De- 
cember 1, will bring the rates on a 
surgical-medical family contract 
up to $6.46 from $4.94 for group 
subscribers. President of the plan 
said increased use of benefits nec- 
essitated the rate adjustment, and 
that fees of participating physicians 
would remain the same. 


> INFLUENZA VACCINATIONS ADVOCATED 
BY PHS—Certain groups of the pub- 
lic should seriously consider vacci- 
nation before the influenza season 
begins, announced Dr. Leroy E. 
Burney, surgeon general of the 
Public Health Service. Persons re- 
sponsible for the care of the sick 
were among those mentioned by 
Dr. Burney. PHS specialists pre- 
dict no widespread influenza at- 
tacks, but anticipate localized out- 
breaks, probably of the A-2, or 
Asian, influenza during the coming 
months. The surgeon general said 
that commercially available poly- 
valent vaccine gives 70 per cent 
protection, and stressed that it 
should be given before the danger 
season begins. 


» U. OF MICHIGAN TO OFFER SIX-YEAR 
PHARMACY COURSE—A new six-year 
course leading to the degree of 
doctor of pharmacy was approved 
for the University of Michigan, Ann 
Arbor. Pharmacy Dean Tom D. 
Rowe said the degree will be par- 
ticularly suited to those planning 
careers in hospital pharmacy, 
teaching and pharmaceutical 
manufacturing. The program fol- 
lows recommendations of the 
American Association of Colleges 
of Pharmacy and the American 
Council on Pharmaceutical Edu- 
cation. It will go into effect in the 
fall of 1960, at which time Michi- 
gan will be the nation’s first uni- 
versity to offer all professional — 
degrees in pharmacy, the univer- 
sity reported. 
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How to Cut Labor Costs and Improve Staff Morale 


TUBEX® is the answer 


The increasing use of TUBEX closed-system in- 
jectables in modern hospitals reflects far more than 
a natural desire for assured asepsis, accurate dos- 
age, or even tighter narcotic security. It reflects a 
growing appreciation of the extent to which TUBEX 
cuts labor costs throughout the hospital. And in a 
time of rising wages—already at more than 70 per 


cent of hospital operating costs, and rising at least © 


5 per cent annually—anything that will cut costs 
is most welcome. | 


Why it cuts costs 


That the TUBEX system actually does cut labor 
costs is abundantly clear. Because TUBEX car- 
tridges are pre-sterilized, pre-filled, and fitted with 
pre-sharpened, pre-sterilized needles, there is no 
need for central supply to handle them at all. For 
_ the same reasons, nurses are not bound by the 
standard, time-consuming routine of assembling 
syringes, sponging medication vials, measuring out 
doses, and rinsing syringes and needles. Inventory 
control and flow of supplies throughout the hospi- 
tal, including the ever-rushed pharmacy, is simpli- 
fied because medication is ordered, dispensed, and 
accounted for in multiples of single doses. 


How much it saves 


Precisely how much labor costs TUBEX will save 
in a particular hospital is not easy to predict, but is 
easy to see once it is installed. In a cost analysis? 
performed at a major hospital in 1958, when wages 
were not even as high as they are now, labor costs 
of the TUBEX system were half those of the con- 
ventional system. Considered in the study were 
nursing, sterilization, pharmacy, purchasing, and 
accounting costs. The author predicts, in addition, 
that rising wages will further increase the econo- 
mies made possible by TUBEX. | 
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Morale is boosted too 


Something that cannot be measured directly in dol- 
lars and cents, yet which contributes to efficiency 
and, hence, to lower costs, is the morale-boosting 
capability of the TUBEX system. In a host of ways, 
TUBEX eliminates many of the bothersome situa- 
tions, major and minor, created by the conven- 
tional injection system. Cross-infection, for example, 
cannot be caused by TUBEX single-use injectables. 
Nurses can’t develop sensitivity due to spilled 
drugs. Always-sharp TUBEX needles make injec- 
tions more pleasant for both nurse and patient. 
And injectables are ready almost immediately for 
emergency use. 


Most complete selection available 


More than 75 per cent of commonly administered 
hospital injectables are available in TUBEX form— | 
precision, all-metal syringes and glass cartridge- 
needle units. Uncommon medications not yet avail- 
able in TUBEX form can be administered by means 
of empty, sterile units. Thus, every need for inject- 
ables can be met readily and conveniently. 


If you want to learn more 


To learn more about TUBEX, and how it can 
benefit your hospital, please see your Wyeth Terri- 
tory Manager or write to Wyeth Laboratories, 


P.O. Box 8299, Philadelphia 1, Pa. 


Philadelphia 1, Pa. 


1. Nelson, K.R., Jr., M.S.: Revised Hospital Med- 
ical Injection Costs Study (1958), Hospital Manage- 
ment, (July) 1959. 
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| ; The Castle Orthomatic Steam Sterilizing Control System 
_ he most ye f Sali | e is new in every respect. New in practical ways that can mean 

| | faster, safer and more economic sterilization for your hos- 
pital ... and less work for you. Compare these features with. 
those of any conventional sterilizer. 


| tea il Ster| | IZI n 9 NEW VERSATILITY—Only Orthomatic has true Push But- 


: ton Control. A touch of a button selects and automatically 
_— | programs an entire cycle for liquids, instruments or dry 
- | } system ever q eveloped goods. With its new Temperature Selector you can dial the 
= exact temperature required for each load. The Orthomatic 
Sterilizer is an all-purpose unit . . . equally at home in sur- 


gery, central supply or milk formula. For even greater ver- 
satility, cabinet and recessed units are indentical and inter- 


changeable. 
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NEW SPEED—Phase times are speeded three ways: (1) 
New High Speed Heating raises load to sterilizing tempera- 
ture in less than half the time of conventional sterilizers. (2) 
New Refrigerant Cooling can cool full liquid load in 20 min- 
utes—two to four times faster than conventional units. (3) 
And drying time need last only as long as required since it 
can be exactly set—to the minute—on new integral Drying 
Timer. 


NEW SAFETY FACTORS mean increased load and patient 
protection. Liquid loads are protected as new Refrigerant 
Cooling System keeps liquid loss at new low. Dry goods are 
protected as new bacteria retentive filter, sterilized each 
cycle, purifies both steam and air entering chamber. (There 
is never a need for “cracking” to promote drying.) 


All loads are protected by exclusive Delayed Signal Sens- 
ing which guarantees indicated temperature is actually load 
temperature, not temperature of steam around load. You 
can be sure loads are sterile because every minute of the 
sterilizing phase is maintained at sterilizing temperature. 


Here’s a sterilizer designed 
for the people who operate and 
maintain it. 

EASY OPERATION—Push 
Button and all other controls 
and indicators are located in 
one compact panel at eye level. 
No stooping to set controls. 
And a clear view of the panel 
once the unit is in operation. 


EASY MAINTENANCE—Pan- 
eling is removable for easy in- 
terior access from front, top 
and sides of sterilizer. Panels 
snap off without need of tools. 


GOOD LOOKS—Orthomatic’s 
clean professional lines are in- 
spired by the finest in contem- 
porary styling. Precision in- 
struments... they are rugged- 
ly built to give long and com- 
petent service. 


Write us for full details. 


WILMOT CASTLE COMPANY 
BOX 629 - ROCHESTER 2, N.Y. 
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What is a meal? 


Our question concerns the statistical 
evaluation of a meal. In order to ar- 
rive at meal costs, a definition of what 
constitutes a meal is necessary. We 
have arbitrarily taken the position that 
any cafeteria sale in excess of 25 cents 
would be considered a meal and any- 
thing under that would not—for the 


reason that bowls of soup, pieces of 
pie, cups of coffee, etc., are not meals 
in a true sense and would distort meal 
costs. Can you advise what other hos- 


pitals are doing in this regard? 
It is normally necessary for ad- 


ministration to arbitrarily define 
what they wish to be considered 


a meal, particularly in the cafe- 


FUND RAISING NEEDS SPECIAL SKILLS, TOO! 


...and the skills essential to successful hospital 
fund raising must have been acquired during years 
of competent, conscientious service in the special- 
ized field of hospital finance. 

Now beginning its 40th year of helping more than 
1,000 hospitals and other non-profit institutions to. 
build for the future, Tamblyn and Brown, Inc. 
holds fast to its concept that each campaign must 
meet circumstances, problems, and objectives that 


are different. 


Both in “diagnosis” and “‘treatment,’’ Tamblyn 
and Brown personnel have the knowledge and ap- 
titudes to plan and direct the sort of fund raising 
program that builds good will while attaining grati- 


fying results. 


Additional information about the special skills 
that may help your hospital will be given gladly, 
without cost or obligation. 


Tamblyn and Brown, 


EMPIRE STATE BUILDING, NEW YORK 1, N.Y. 


CHARTER MEMBER: AMERICAN ASSOCIATION OF FUND RAISING COUNSEL 
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teria. Very often, hospitals count 
the number of trays rather than 
attempting to define an arbitrary 
monetary limit. In the revisions 
of the AHA’s accounting manual 
(which will be available shortly), 
the following is stated: “A meal 
should be construed as the amount 
of food prepared for a person to 
be served at the normal and regu- 
lar time, as prescribed by the hos- 
pital. A meal may be a regular 
or a therapeutic diet. Liquid nour- 
ishment, because of its nature as 


a supplement to the diet, can be 


considered as a part of the meal 
and would not have to be counted 
or recorded separately.” Four types 
of meals are listed: (1) meals to 
the hospital patients, (2) meals to 
hospital employees, (3) meals to ~ 
private duty nurses, guests and 
relatives of patients, and (4) meals 
served by the pay cafeteria, restau- 
rant, gift shop, etc. 

I do not think it is possible to 
state what you should do in this 
respect to be comparable to other 
hospitals, because I do not feel 
there is that degree of standardiza- 
tion. It seems that drawing the line 
at 25 cents would serve most ade- 
quately.—ELTON TEKOLSTE 


New awards and emblems 


Through the annual reports of the 
American Hospital Association, it was 
called to my attention that there is a 
new suggestion on volunteer pins for 
recognition as well as certificates that 
are endorsed by the AHA. ; 

Would you please send us informa- 
tion in this regard for our study? 


The basic Hospital Volunteer 
Service pin has now been made 
available to member hospitals with 
numerals added to indicate com- 
pletion of 500, 1000 or multiples 
of 1000 hours of volunteer service. 
Pins carrying numerals up to 2000 
hours are priced at $2.50 each, 
plus 10 per cent federal tax. Any 
pins with numerals of any thou- 
sand hours above 2000 must be 
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special-ordered and prices will be 
furnished on request. 

Also, as of October 15, other 
hospital auxiliary and volunteer 
pins as well as the emblem will 


_ reflect a higher quality of work- 


manship and, therefore, their 
pricés have been increased. The 
Hospital Auxiliary pin and the 
Hospital Auxiliary Past President’s 
pin are $3, plus 10 per cent fed- 
eral tax. The basic Volunteer Serv—- 
ice pin and the Teen-Age Volun- 
teer pin are $1.50, plus 10 per 
cent federal tax. The Auxiliary 
Emblem is now 75 cents. All may 
be ordered from AHA headquar- 
ters. 3 


Another innovation is a standard 
hospital volunteer service certifi- 
cate which the Association will 
make available to institutional 
members. The price of the certifi- 
cates is 12 cents each, subject to 
usual quantity discounts. However, 
the minimum quantity for which 
orders will be accepted is 50 cer- 
tificates. | 

A new and more complete folder 
covering the various recognitions 
and awards will be made available 
shortly, replacing the present 
folder “Awards, Recognitions and 
Uniforms for Hospital Volunteers.” 

—GERMAINE FEBROW 


Use of disposables 


_ Do you have figures which show how 
extensively hospitals use disposable 
items? Are disposables economically 
feasible in a large hospital? What are 
the most commonly used disposables? 


Although we do not have spe- 
cific facts and figures on the use of 
disposables in hospitals, I can 
make some general comments. 

Hospitals are using disposables 
quite extensively. The amount and 


type of disposables vary consider- 
ably with each hospital. | 
Whether disposables are econom- 
ically feasible in a large hospital 
depends primarily on the methods 
used within that hospital to process 
and handle these items. If a hospi- 
tal has good processing equipment 
that requires a minimum of labor, 
it probably will be more economi- 
cal to use reuseable items. If, 
however, this equipment is anti- 
quated and the procedures and 
techniques result in a time loss, 
disposable items may produce a 
savings. One factor which has af- 
fected the use of disposable items 
is that they may have improved a 
hospital procedure which has re- 
sulted in better and safer patient 
care. An example of this is the use 
of paper plates in isolation units. 
The most commonly used dis- 
posables at the present time in- 
clude surgical dressings; blood 
lancets; parenteral solutions in 
throw-away bottles; syringes with 
or without needles; enemas, and a 
great variety of paper products. 
—JaAcK D. DILLMAN 


Another Great Hospital, 


Detroit's Holy Cross, 
joins the trend to 


Wassell Rotor-Filing 


Holy Cross, Detroit, now joins the 


_ growing roster of hospitals from coast 


to coast that are finding a new era 
of personnel productivity with fast, 
easy Wassell Rotor-Filing. 

In the photo at right, Jane Miller, 
R. R. L. and Joan Middleton, of Holy 
Cross, show something of the new- 
found ease with which ‘filing-in-the- 
round’ brings any of thousands - of 


_ medical records to their finger-tips. 


As at scores of other hospitals, 
Wassell Corres-Files like these are dis- 


placing the tiresome push-pull labor... 


of conventional drawer-filing, saving 
time, cutting costs. 

In one or a dozen departments, 
Rotor-Filing can bring you new pro- 
ductivity-per-person, new economy. Get 
the whole story for yourself. Write or 
mail the coupon today. 


WASSELL ORGANIZATION INC., Westport, Conn. 
Serving Hospitals, Industry, Government ¢ J Representatives and Service in 60 Cities 
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| WASSELL ORGANIZATION INC. Dept. H-11 
| 225 State St. West, Westport, Conn. 


Please send me the free story of Wassell 
| Rotor-Filing for Hospitols. 
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New 


dimensional procedure 


provides quick 
effective skin 
degerming that 
lasts indefinitely 
without fear | 
of skin 

irritation 


High bacterial level on 
skin of person with no 
previous exposure to 

hexachlorophene wash- 
ing, or whose exposure 
has lapsed for 24 hours 
or more. 


 SEPTISOL 
ist Exposure— 
3 Minute Scrub— 
No brush. Imme- 

diate reduction of 


_ VESTAL, INC. 
q PHARMACEUTICAL DIVISION 
| 4963 Manchester Ave., St. Louis 10, Mo. 


JERSEY CITY, NEW JERSEY 
MODESTO, CALIFORNIA 


} 
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With the New 
SEPTISOL 


3-dimensional procedure, 


scrubbing time is greatly reduced, effectiveness is 
increased and the entire method of antiseptic skin 
preparation is MODERNIZED. 


ist DIMENSION (Fast, effective skin 
degerming) 


Tincture SEPTISOL (SEPTISOL diluted with 2 parts 
alcohol) combines the rapid killing power of alcohol, for 
immediate bacteria reduction, with the residual anti- 
bacterial activity of hexachlorophene, deposited in the 
deep layers of the skin to curb the regeneration of 
bacteria. 


With Tincture SEPTISOL a person with no previous ex- 
posure to hexachlorophene may obtain, IN JUST 3 MIN- 
UTES OF SCRUBBING (no brush), a bacterial reduction 
otherwise attainable only in two or more consecutive 
days using an aqueous hexachlorophene detergent. 


Tincture SEPTISOL is recommended for all emergency 
scrubs, all preoperative patient skin preparation, anyone 
with no previous exposure to hexachlorophene, whenever 
washing with pesca cs has lapsed for more 

than 24 hours. 


REGULAR 
AQUEOUS 
low level 


2nd DIMENSION (Routine skin degerming) 


REGULAR AQUEOUS SEPTISOL (SEPTISOL diluted 
with 2 parts water) gives effective residual antibacterial 
activity, high detergency cleansing action plus won’t 
irritate normal skin. After the complete degerming of the 
skin has been accomplished by the Ist SEPTISOL 
Dimension, the routine daily use of REGULAR 
AQUEOUS SEPTISOL will build-up and maintain the 
hexachlorophene protection to curb the regrowth of 
disease causing skin bacteria. REGULAR AQUEOUS 
SEPTISOL is recommended for: the surgical scrub 

where there has been exposure to hexachlorophene within 
24 hours. Scrub between glove changes, post-operative 
wash of surgical team and patient, and all regular hand 
washing by all personnel. 


3rd DIMENSION (in-between wash periods) 


SEPTISOL ANTISEPTIC SKIN CREAM:—Ideal for 
periods between washes, after hours, weekends, etc., to 
maintain the high degree of hexachlorophene protection. 
Keeps skin feeling fresh and clean. Adds additional hexa- 
chlorophene protection with each use. Prevents dryness 
and skin irritation. Excellent for infant skin lvbrication 


~ 


SEPTIsOL 
ANTISEPTIC 


SKIN CREAM . : ee? and protection. Treats pyogenic skin infections. A 
eee in-between Tee e. 7 wonderfully soothing massage to prevent patient bed sores. 
‘the bacterial ore, in your hospital. 
Write to VESTAL, Inc. for free new SEPTISOL booklet 
4963 Manchester Ave., St. Louis 10, Missouri 
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opinions and ideas 


P.R.N. in reflection 


Dear Sir: 

Now that it is real, I must 
write about the gap left by the 
withdrawal of the venerable and 
revered John H. Hayes from the 
pages of your Journal. 


I first knew him as the all-round 
artisan at the Greater New York 
Hospital Association. What he ac- 
complished there and in his other 
relationships as paid executive, 
appointed or elected voluntary 
official are history. But always it 
was pleasent to be “bossed” by 


Wash Basin 
9712—3%-at. 


Graduated Measures 


Emesis Basin 
9860—10" long 


MEDIUM GAUGE STAINLESS STEEL 


Money savers for the hospital budget. Smooth, seamless, sanitary, 
easy to clean and keep clean, easy to sterilize. Long lasting quality. 


THE VOLLRATH COMPANY 
SHEBOYGAN, WISCONSIN 
Sales offices: New York, Chicago, Los Angeles 


WRITE FOR THE VOLLRATH FULL LINE UTENSIL CATALOG 


LETTERS TO THE EDITOR 


him as chairman or other officer. 
The weighty matters were reduced 
to everyday realities and then with 
a touch of humor, the pall of in- 
decision was dissipated and a solu- 
tion agreed upon. 

I do not know how many readers 
will admit to reading Pro Re Nata 
first before poring through the 
other more technical articles. But 
certainly almost everyone will 
agree that his 
articles reflected 
acuteness, inci- 
siveness and 
grassroots pres- 
entation. It is 
practically cer- 
tain the reading 
of his column 
was responsible 
for optimism 
and a fresh ap- 
proach to the 


MR. HAYES 


chores of the day. 
My very best wishes to Mr. 
Hayes for a deserved rest. But 
instead of P.R.N. perhaps the pre- 
scription could be altered to allow 
for comments whenever he cared 
to (whatever the Latin initials 
would be).—Jacos G. GOLD, ex- 
ecutive director, Orthodox Jewish 
Home for the Aged, Chicago. 


Solicitation of suppliers 


Dear Sir: | 

In your editorial (September 1 
issue) inveighing against improp- 
er solicitation of suppliers in hos- 
pital fund drives, I think you may 
have created an unnecessary doubt 
of the tax-deductible feature of 
contributions to charitable organ- 
izations. Suppliers may, by ac- 
ceptance of community responsi- 
bility, make gifts to hospitals and 
fairly list these among their de- 
ductions. Your thought and that 
of the Hospital Industries’ Associ- 
ation would be that these gifts, 
if used to “buy” business, should 
not be classed as charitable. I 
heartily agree. 

One large and reputable national 
hospital supplier (and undoubted- 
ly many others) makes gifts to 
hospitals in localities where it has 

(Continued on page 32) 
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9564— 2-qt.—2000 cc. 
AdultBed Pan 
=14"long 
9901 on 


Gomco No. 765-A 
Thermotic® Drainage 
Pump 


n fail ing D epenc lat yi lity 
_ Inspires the Utmost Con*#lence», _ 


Contributing to patient confidence is an import- 
ant function of physician, nurses and staff. Fine 
equipment plays its part, too — such as the Gomco 
No. 765-A Thermotic® Drainage Pump perform- 
ing gastric lavage. 

This economical Gomco stand-mounted unit is 
entirely automatic. Easily set up, it operates with 
quiet, gentle, intermittent action to deliver un- 
varying suction for all mild drainage. It is ideal 
for duodenal or fistula drainage, drainage follow- 
ing prostatectomy, abdominal decompression, 
gastric lavage, blood procurement. The non- 
mechanical, positive-action pump can be operated 
continuously without attention or lessening of 
drainage effectiveness. Suction system permits set- 
tings at 90 mm. or 120 mm. of mercury. 


The Gomco Aerovent® valve provides automatic 
overflow protection. Pump damage from flooding 
is prevented; operation is restored in seconds 
by emptying the suction bottle. 


Investigate the many exclusive advantages of this 
and other Gomco equipment. A Times call to 
your Gomco dealer will arrange a demonstration 
at your convenience. 


GOMCO SURGICAL MANUFACTURING CORP. 


820-H E. Ferry St., Buffalo 11, N. Y. 


Distributed Outside the U.S. A. and Canada by: INTERNATIONAL GENERAL ELECTRIC COMPANY 
150 East 42nd Street, New York 17, N.Y. 
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ANNOUNCES... 


a major contribution... 


far greater antibiotic activity 


Milligram for milligram, DECLOMYCIN produces activity levels 
2 to 4 times higher than those of tetracycline. Exhibits significantly 
greater potency against susceptible organisms. 


with far less antibiotic intake 


DECLOMYCIN demonstrates the highest ratio of prolonged-peak 
activity level to daily milligram intake. The lowered antibiotic intake 
per dose reduces likelihood of adverse effects in the intestines. 


| 


~ 
y DECLOMYCIN high activity level is uniquely constant through- 


| out therapy. Eliminates peak-and-valley fluctuation; counteracts 
v2 .F survival of hardier infecting variants. Sustains control on sus- 
——— - pension of dosage — through greater stability, minimal degradation, 


slow excretion. 


a> LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 
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Demethyichiortetracycline Lederie 
3 
/ 
30 


NOVEMBER 


A 
MASTERPIECE 
OF ANTIBIOTIC 
DESIGN 


plus 
“extra- 
day” 
activity 
... FOR PROTECTION 


AGAINST 
RELAPSE 


DECLOMYCIN maintains activity for 
one to two days after discontinuance 
of dosage. Features unusual security 
against resurgence of primary infection 
or secondary bacterial invasion. 
—enhancing the traditional advantages 
of broad-spectrum tetracycline 
... for greater patient, physician, 
hospital benefits. 


immediately available: 
DECLOMYCIN Capsules, 150 mg. 
Adult dosage: | capsule four times daily. 
DECLOMYCIN Pediatric Drops, 60 mg./cc. 
(20 drops) in bottles of 10 cc. with dropper. 
DECLOMYCIN Oral Suspension, 75 mg./5 cc. 
: Bottles of 2 fl. oz. 
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employees in branches, factories 
or the main office, but not other- 
wise. It makes contributions in 
proportion to the number of em- 
ployees and, therefore, somewhat 
in ratio to the amount of com- 
munity obligation. Where it has 
no employees it gives nothing. One 
could do nothing but praise this 
policy. 

On the other hand, there is one © 
large purveyor of important hos- 
pital commodities who will give 


nothing to hospitals even in cities 


where it has numerous employees. 
It is reported that their officials 
say “If we can’t give to all, we'll 
give to none.” I fear that your 
editorial will give solace to this 
attitude which many would believe 
represents poor corporate citizen- 
ship. 

This is written in the hope that 
editorially you might be inspired 
to elaborate and add balance to 
this important topic. As Sir Roger 
de Coverly said, “There is much 
to be said on both sides of the 
question.”—-HAL G. PERRIN, ad- 
ministrator, Bishop Clarkson Me- 
morial Hospital, Omaha, Nebr. 


Balanced hospital community 


Dear Sir: 

I am not sure that my own evalu- 
ation of the importance of articles 
is always in good proportion, but I 
think that Dr. Thomas McKeown’s 
article in the August 16 issue can 
be as consequential as anything 
published in HOSPITALS, J.A.H.A., 
in recent years. 

When I was in England early in 
June, Doctor McKeown showed me 
the division of patients in general 
hospitals by his four classifications. 
He already has a similar division 
for patients in mental and chronic 
hospitals. As he points out in his 
article, other people making the 
classification might come up with 
slightly different divisions and 
further, his classification is of a 
population being served by the 
National Health Service in England 
which undoubtedly leads to a dif- 
ferent picture than is true in this 
country. However I am still in 
hopes that someone will try such 
a classification for a population 
group in this country.—GEORGE 
BUGBEE, president, Health Infor- 
mation Foundation, New York City. 
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In Measuring Vinyl 
Wall Covering Durability... 


PURITY 
COUNTS 
MORE 


mm © Medium-Gauge PERMON® with its pure vinyl calendered film construction — 
gf Outperforms Thicker Diluted Vinyl Coverings 


Know these facts and you will get the e Best abrasion resistance in industry.* 

most for your money! Durability de- e Widest selection of decorator-de- 

3 signed prints, textures, colors. 

pends primarily upon the surface hard- . waximum color fastness. Flame- 

ness that only a pure vinyl calendered proof. Non-toxic. 

film can provide. Even the thickest di- ® Easy hanging. Glass-like washability. 

A single “all purpose” vinyl wall cover- 
luted vinyl wall coverings collapse under ing does not exist. Instead, coverings 


the abuse that new heavy duty, Medium- of 
: poten o walls. For this reason, there 
Gauge PERMON repels easily. For color — are three gauges of coverings from 


and style conscious planning, for long which to choose. 


: 1. For traditionally painted areas, 3-ply 
term papers there is no better buy! It FABRON (a Tescony presen). 
shares with 3-ply FABRON® and PER- 2. For heavy duty floor-to-ceiling protec- 
MON® advantages that are unexcelled in new 
the industry - at prices competitive or bet- ge PERMON. 


ter, and well within the average budget! Write today for complete information! 


FREDERIC BLANK & COMPANY, INC. * 295 Fifth Ave., New York 16, N. Y. * Established 1913 
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Nationally Advertised! 
Immediate Delivery! 


Factory to you—pre-Christmas special 


REYNOLDS’ LIFETIME STAINLESS 
METAL CHRISTMAS TREES 


Quick Turnover! 
Long Profits! 


Christmas is the season of music, 
bubbling laughter and _ tinkling 
sleighbells, with all the color of 
rosy cheeks and silvery snow. And 
what better way to celebrate it 
than with an exquisitely beauti- 
ful, Lifetime Silver Scotch Pine 
tree as shown here? Sparkles like 
thousands of shimmering dia- 
monds. And now, only during the 
pre-season, can you get Reynolds 
stainless aluminum metal trees at 


such extraordinary, low prices. 


IDEAL CHRISTMAS GIFT 


e¢ Guaranteed flame proof— 
completely safe! 


e Re-usable—lasts a lifetime] 


e Brilliant, stainless, lustrous! 
¢ Natural full-bodied, perfectly | 


Territories open—Factory 


representatives wanted. 


Must 


proportioned! 
° 2%: 3%, 4%, 6%, and 7% ft. 
heights! i 


add excitement to your tree with 
SIZE PRICE COST 
erry-go-roun 

Rotating Christmas 2% Ft. $ 9.95 $ 5.95 

Zz Tree Bases Ft. $14.95 $ 8.95 

Plays delightful Christmas music. Electrically rotates Motor-Driven Rotating 4, Ft. $19.95 $11.95 

tree slowly for full appreciation of the splendor and **Colorama" Spotlite 6Y> Ft. $29.95 $17.95 : 

andeur of this Christmas display piece. Special 6. jit. gives you 32 color 7, Fr. $39.95 $23.95 


way pushbutton control box gives combination of 
music, motion and light. Equipped with extra elec- 
trical outlet. Holds 644’ and 714’ Reynolds all-metal 
trees or any natural tree up to 12 ft. high and 5/4 in. 
in diameter. 


Non-musical revolving base (no eJectrical outlet) also 


changes — minute. Adds 
more sparkling appeal to your 
Christmas panorama. Base sets 
on floor, wall or ceiling. Light 
adjusts to any angle. Full year 
guarantee. U.L. Approved. 


Special Low Prices on 


Christmas Tree Accessories 


available. NATIONALLY 
write wire phone ADVERTISED YOUR 
PRICE COST 
NORWOOD INDUSTRIES | 
NON-MUSICAL 
8000 Strong, Chicago 31, Illinois BASE $24.95 $14.95 
Phone NAtional 5-7660 COLORAMA LITE $34.95 $20.95 
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PROTECTS FLOORS 2 WAYS 


the one-step Anti/Staph Cleaner-Sanitizer for 
all floors, all surfaces, helps maintain floor 
conductivity well within prescribed limits of 
NFPA Code No. 56 (May, 1958). As a sani- 
tizer its Phenol coefficient against Staphylo- 
coccus aureus is 18. 3 


IF YOU REQUIRE SEPARATE-STEP DISINFECTING 
Use Hillyard CONDUCTIVE FLOOR 
CLEANER on your conductive floors. 


Use Hillyard Improved H-101 for disinfecting. 


Phenol coefficient: 
Staphylococcus aureus, 18. 


San Jose, Calif. 
Branches and Warehouse Stocks in Principal Cities 


HILLYARD St. Joseph, Mo. : H-2 


Please have the Hillyard Hospital Floor. Maintenance Con- 
sultant demonstrate specialized hospital treatments on my 
floors. No charge, no obligation—he’s “‘On My Staff, Not 
My Payroll’’. 


Hospital 
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pre-filled for | 
more than 75% 
of your injectable needs 
... empty, sterile cartridges 
for all others 


J 
> 

‘ 


TUBEX 
. MEETS MORE THAN 


75% OF INJECTABLE REQUIREMENTS ... 


TUBEX-—the most widely used 
closed-system of injectables because they .. . 


e improve efficiency 
e cut waste and breakage losses 


simplify inventory 


e discourage narcotics pilferage 

@ assure asepsis 

e reduce risk of contact sensitization 
e guarantee accurate dose 


e eliminate a source of serum hepatitis 


TUBEX . . . decreases operating costs ... 
boosts morale . . . 


increases net revenue 


CLOSED-SYSTEM INJECTION 


® 
Philadelphia 1, Pa. 


ANTIBIOTICS 


BICILLIN® Long-Acting (Benzathine Penicillin G in Aqueous Sus- 
pension, Wyeth)--600,000 units per 1 cc., 1,200,000 units per 2 cc. 
BICILLIN C-R (Benzathine Penicillin G and Procaine Penicillin G in 
Aqueous Suspension)—600,000 units per 1 cc., 1,200,000 units per 2 cc. 
LENTOPEN® (Procaine Penicillin G in Oil [with Aluminum Mono- 
stearate], Wyeth)—300,000 units per 1 cc. 

LENTOPEN All-Purpose (Procaine Penicillin G and Potassium Peni- 
cillin G, in Oil}—400,000 units per 1 cc. 


DIHYDROSTREPTOMYCIN Sulfate—o.5 Gm. per 1 cc., 12 Gm, 
per 2 cc. 


STREPTOMYCIN Sulfate—o.5 Gm. per 1 cc., 1.0 Gm. per 2 cc, 
WYCILLIN® Suspension (Procaine Penicillin G in Aqueous Suspen- — 


~ sion, Wyeth)—300,000 units per 1 cc., 600,000 units per 1 cc., and 


1,200,000 units per 2 cc. 
WYCILLIN DSM (Procaine Penicillin G with Dihydrostreptomycin 
Sulfate)—400,000 units Penicillin and 0.5 Gm. Dihydrostreptomycin 
base as sulfate per 2 cc. 

NARCOTICS AND ANALGESICS 


_ MEPERGAN*® (Promethazine Hydrochloride and Meperidine 


chloride, Wycth}—50 mg. of each per 2 cc., 50 mg. of each per 1 cc. 
MEPERIDINE HYDROCHLORIDE~s50 > 75 ™mg., and 100 mg. 
per 1 cc. Also, each in 2 cc. (1 cc. fill) as well as. 25 mg.f[ 
MORPHINE Sulfate—8 mg., 10 mg., and. 15: mg. per 1 cc. 
CODEINE error e mg. per 1 cc., 60 mg. per 1 cc. 


ATARACTIC AGENTS 

PHENERGAN® (Promethazine Wyeth)—25 mg.t and 
50 mg. per 1 cc. 
SPARINE® (Promazine Hydrochloride, Wyeth)—50 mg. per 1 cc 50 
mg. and 100 mg. per 2 cc, 


"TOXINS, TOXOIDS AND VACCINES 


DIPHTHERIA AND TETANUS TOXOIDS COMBINED (Alumi- 
num Phosphate Adsorbed, Ultrafined*, Pediatric)—o.5 cc. 


TETANUS ANTITOXIN (Refined and Concentrated, Equine Origin) 
1500 units per 1 cc., 3000 and 5000] units per 2 cc. 

TETANUS AND DIPHTHERIA TOXOIDS COMBINED (Alumi- 
num Phosphate Adsorbed, Ultrafined, for Adult Use)—0.5 cc. 
TETANUS TOXOID (Aluminum Phosphate Adsorbed, 
cc. 

TRIPLE ANTIGEN (Diphtheria and Tetanus Tesoids and Pertussis 
Vaccine Combined, Aluminum Phosphate Adsorbed, baie 
0.5 cc. 

POLIOMYELITIS VACCINE (Types 1, 2 and 3)—1 cc. 


MISCELLANEOUS 


ALLERGENS~—House Dustt, Mixed Ragweed Combinedf, 
Rocky Mountaint, Southern Formulat, West Coast—Early Summert, 
West Coast—Late Summert, Poison Ivy~Oak—Sumac Combined 


EPINEPHRINE Hydrochloridet (ULS.P., 1:1000)—0.5 cc. in 1 cc. 
WYAMINE® Sulfate ageaenaed Sulfate, Wyeth)—30 mg. per 
1 60 mg. per 2 

SODIUM CHLORIDE Solution (U.S. P. )—2 cc., graduated 


WATER for Injection (US.P.)—2 cc., graduated 
TUBEX, Empty, Sterile~1 and 2 cc. 


TUBEX injectables (except those indicated?) are supplied as sterile 


cartridge units with presharpened, sterile needles affixed. The TUBEX 


syringe is a precision, all-metal instrument, easy to load and durable. . 


Because medications are being added to the TUBEX line, 
it cannot become obsolete. But even for injectables not yet available in 
TUBEX form, empty sterile cartridges can easily be and used. 


be from your Wyeth Terrisory Manager, 


SURGICAL GUT | SILK | COTTON | NYLON | POLYETHYLENE | STAINLESS STEEL | ATRAUMATIC® NEEDLES—STANDARD OR PRE-CUT LENGTHS 


on Safer, individually-packaged SURGILOPE SP* sterile suture strip pack 


e complete line in double-envelope strip pack eliminates all 
storage jars and solutions... checks cross-contamination at the 


suture level! 

e no broken glass to damage sutures, cut gloves and fingers, or 
invade operating field 

e loose coil replaces reel... eliminates kinks, avoids excessive 
handling 

__ @simple, speedy technic cuts preparation time... reduces waste 

- by allowing extra sutures to be opened as needed 


e boxes instead of jars means no breakage, convenient storage, 
easier handling | *Trademark Patent Pending 


SEE THIS IMPORTANT 0.R. FILM 
SURGILOPE SP*—A Safer Suture Dispensing 
Introduction by Carl Walter, M.D., 
20 min., sound & color, 16 mm. Available 
through your Surgical Products Division repre- 
sentative... or write direct. 


NEW YORK. N. Y. 


SALES OFFICE: DANBURY, CONNECTICUT 


PRODUCERS OF DAVIS & GECK BRAND SUTURES AND 
vim® BRAND HYPODERMIC SYRINGES AND NEEDLES 
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editorial notes 


man’s formula 


R. Clark Middleton-Hope 

likes what he sees in our fu- 
ture. “We are at the edge of the in- 
credible decade, incredible in our 
personal life, incredible in our total 
society. We are on the edge of com- 
fort undreamed of, pleasure beyond 
imagining, leisure beyond use and 
money beyond our dreams.” 

But even while Mr. Middleton- 
Hope’s audience at the Western 
Canada Institute for hospital ad- 
ministrators and trustees in Win- 
nipeg, Manitoba, last month sa- 
vored the sound and prospects of 


these rolling phrases, Mr. Middle- | 


ton-Hope uttered a rasping warn- 
ing: “our businesses are being 
managed and administered by men 
and women who have been brought 
up in the 20’s and 30’s amid a 
cluster of traditions and inflexible 
ideas and methods.” 

It was quite obvious to Mr. Mid- 
dleton-Hope that such administra- 
tors have serious adjustment prob- 
lems—adjustments that won’t be 
catalysed by the “smug... feel- 
ing that hospitals are different 
from any other form of organiza- 
tion.” Then Mr. Middleton-Hope 
conceded that “to an extent this 
is true,” and he moved smartly 
ahead with his scolding, saying 
“the fact that this deceit is kept 
so sacred (emphasis Mr. Middle- 
ton-Hope’s) is due partly to our 
propensity to rationalize situations 
we have not been able to handle. 
And partly to a misunderstanding 
as to what a principle is and how 
it is applied.” 

This produces, Mr. Middleton- 
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Hope maintains, some rather fell 
results: “the average hospital in 
North America is noticeably inef- 
ficient on the business side of its 
operations.” Mr. Middleton-Hope 
trusted that his Western Canada 
audience was not typical saying 
that in Eastern Canada and in 
many parts of the United States 
an intelligent restlessness was not 
true of the administration of hos- 
pitals to anything near the degree 
it should be and, mourned Mr. 
Middleton-Hope, ‘“‘this is tragic!!!” 
(emphasis his). 

But Mr. Middleton-Hope com- 
forted his Western Canadian audi- 
ence as he criticized because, Mr. 
Middleton-Hope said, if things 
weren’t as they should be at least 
they were in good company be- 
cause “there are a great many 
large and famous hospitals in Can- 
ada and in the United States that 
are in an abominable condition, 
much worse than you could ever 
expect.” 

But Mr. Middleton-Hope had a 
solution. And that solution was the 
hiring or the use of a special talent. 
And this need not be part of a 
hospital because, he said, “‘it is not 
necessary to be part of a hospital 
in order to understand its unique 
problems. In fact it’s advisable to 
have a fresh objective point of 
view and an uncluttered, untradi- 
tional mind and approach to the 
problems of the hospital.” Mr. 
Middleton-Hope said that he had 
surveyed a half a dozen hospitals 
but he had done many other things, 
observing overseers at work in the 
plantations of the South, watch- 
ing behind scenes going on in 


banks, conferring with coal mine 
foremen, observed drilling opera- 
tions for oil, looking into huge 
pulp and paper vats, studied a 
cheese making crew, etc. 

Furthermore, Mr. Middleton- 
Hope maintained, there are so 
many facets of hospital adminis- 
tration that “the administrator 
cannot divide himself into so many 
segments to tackle all these prob- 
lems at the time they need close 
attention and on a continuing 
basis.” 

Mr. Middleton-Hope’s solution: 
employ management consultants. 

Mr. Middleton-Hope’s occupa- 
tion: management consulting. 


—active coexistence 


EMBERSHIP IN a hospital as- 
is valuable only to 
the extent that it is used. This is 
true of the national, the regional, 
state and local levels. Nothing is 
more disturbing than to learn of 
a problem that went unsolved 
when the solution was available, 
for the asking, in association offices 
at one level or another. 

The new president of the Catho- 
lic Hospital Association, Rev. John 
J. Humensky, of Cleveland, 
stressed this in his presidential 
address at the 44th annual meet- 
ing of the CHA. Father Humen- 
sky called for “more active coex- 
istence with the American Hospital 
Association, the state hospital as- 
sociations and regional hospital 
councils. With few exceptions, our 
Catholic hospitals are institutional 
members of these organizations 
and, therefore, should avail them- 
selves of the benefits which they 
offer . . . it is a costly policy to 
isolate ourselves from organiza- 
tions which have much to contrib- 
ute to us in establishing efficient 
services and administration.” 

Father Humensky’s audience 
was composed of members of the 
Catholic Hospital Association. But 
what he said is true for all hos- 


pitals. The American Hospital As- 


sociation, the Catholic Hospital 
Association and all other hospital 
organizations are in existence for 
one reason only, to serve their 
members and through them the 
sick and injured. The associations 
can render their greatest service 
only as they are called upon by 
their members to do so. 


39 


1ATION 

= 
| = 

%) 
“Ounoen 


Needed: strong leadership and a unified 


MAJOR CONCERN today is the 

future of voluntary prepay- 
ment plans for hospital care. The 
basic question is: “What is the 
future of voluntary prepayment 
plans?” It’s a question that could 
be answered with another ques- 
tion: “What is the future of our 
voluntary hospital system?” For 
isn’t it true that the two concepts 
are inseparable? Neither has a 
future without the other. 

Suppose the present voluntary 
hospital system became a govern- 
mental system. It would mean the 
end of voluntary prepayment plans 
because there is no room for the 
voluntary financing of govern- 
mental institutions. Reverse the 
situation. If pressures to enforce 
compulsory governmental health 
insurance are successful, it is un- 
likely that voluntary hospitals will 
long survive. Under a system of 
compulsory governmental health 
insurance, it seems likely that the 


John R. Mannix is executive vice presi- 
dent, Blue Cross of Northeast Ohio. 
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Prompt action must be taken today 
to preserve the voluntary hospital sys- 
tem and prepayment health care plans 
of the United States, the author de- 
elares. Delay today, he asserts, means 
that tomorrow we shall have a govern- 
mental system. He advocates forma- 
tion of a national “American Blue 


Cross”, federally chartered, under 


AHA leadership, and sponsored by the 


AMA and the ADA, to solve this issue. | 


government would first finance 
hospital building and operation 
and then, inevitably, own and 
operate all hospitals. 

Now is any of this happening in 
either field? Of course it is. Actu- 
ally, government has made great 
inroads into the ownership and 
operation of hospitals, although 
there is not similar encroachment 
in the prepayment health field. But 
regardless of which field is jeop- 
ardized first, the other stands in 
equal danger. | 

The public asks, “What’s so 
wonderful about a voluntary sys- 
tem?” There is a very good answer 


to that question. There is sub- 
stantial agreement that the scien- 
tific medical and dental care and 
the modern hospital care given the 
American people has reached a 
degree of excellence never attained 
before, anywhere in the world. This 


excellence of service has been 


achieved primarily through private 
practice of medicine and dentistry 


and through the voluntary hospi- - 


tal system in the United States, 
now the only country on earth 
without a governmental health 
system. Considering the present 
high quality of medical, dental and 
hospital care in the United States, 
one of the nation’s great needs is 
that attention be given to improv- 
ing and extending the present 
system and maintaining those fea- 
tures which have created the pres- 
ent excellent American health 
services. 


NEED OF LEADERSHIP 


We are not going to improve or 
even preserve this remarkable sys- 
tem without positive leadership. 
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Blue Cross 


by JOHN R. MANNIX 


Where are we going to get it? It 
ms that the leadership for pre- 
ing the voluntary hospital sys- 
and our voluntary methods of 
nancing it, most logically must 
originate with the American Hos- 
pital Association. The Association 
has a responsibility which it must 
not delegate and which it must not 
fail to implement if its own basic 
objectives are to be realized. 

The American Hospital Associ- 
ation is primarily an association of 
voluntary nonprofit hospitals. Its 
primary purpose is to improve 
hospital care of the people through 
elevation of the standards of vol- 
untary hospitals. Its services to 
governmental institutions are in- 
cidental. There is hardly a place 
for an independent association of 
hospitals under a governmental 
hospital system. Such functions as 
the Association now performs for 
voluntary hospitals would, under a 
governmental hospital system, be 
performed by a department of the 
government. 

In urging Association leader- 
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ship, it is not implied that the As- 
sociation should be an end in it- 
self, any more than hospitals or 
prepayment plans should be ends 
in themselves. But if the AHA 
truly believes in the voluntary 


hospital system—truly believes 
that the voluntary hospital system 
of the United States is the best in 
the world and worth preserving— 
then the American Hospital As- 
sociation, as the only official na- 
tion-wide voice and action body 
of voluntary hospitals in the United 
States, must take active leader- 
ship in the preservation, extension, 
improvement, financing and all 
other aspects of the voluntary hos- 
pital system. 

There is nothing startling or 
revolutionary in this proposal. The 
AHA in January 1933 took the 
leadership in the formation of 
voluntary prepayment plans for 
hospital care. The Association put 
into being a set of standards which 
have become the basis of the oper- 
ation of Blue Cross voluntary hos- 
pital plans. There can be no ques- 
tion that the real leadership in the 
development and extension of 
voluntary prepayment plans for 
hospital care, prior to World War 
II, originated with the American 
Hospital Association. 

However, since the war years, 
many have wondered whether the 
Association has continued to exert 


- the same leadership and to show 


the same fervor for the voluntary 
system of hospital financing that 
it did in the early years. There are 
some who feel that as Blue Cross 
Plans gained in maturity there was 
a tendency on the part of the AHA 
to feel its leadership and its guid- 
ance were no longer necessary. 
During its early years with its 
willingness to pioneer, Blue Cross, 
supported by the Association, had 
a spectacular growth. This growth 
continued throughout the depres- 
sion years of the 1930’s and 
throughout the prosperous years 
of World War II. During the post- 
war period, however, Blue Cross 
found itself confronted with 
serious problems as a result of 
tremendous increases in hospital 
costs and hospital use. Many fac- 
tors combined to increase hospital 
cost to the community and to in- 
crease Blue Cross subscriber rates. 
Following World War II, doctors, 
nurses and highly skilled technical 


and unskilled personnel were again 
available to civilian hospitals. Hos- 
pitals were able to open closed 
beds. Persons who had been en- 
gaged in war industries and de- 
layed needed hospital care de- 
manded such care. Hospitals were 
suddenly forced to greatly expand 
their facilities to take care of the 
increased population, for whom no 
appreciable number of hospital 
beds had been built during the 
previous 15 years. Hospitals were 
obliged to adopt a 40-hour work 
week for employees, and to pay 
wages and salaries more commen- 
surate with those in industry. 

These factors, combined with the 
fact that hospital services can be 
mechanized only to a limited de- 
gree, and the nation-wide inflation 
which followed World War II, re- 
sulted in skyrocketing hospital costs 
and in skyrocketing costs to Blue 
Cross. 


ERA OF CAUTION 


Some Blue Cross Plans were 
convinced that this new demand 
by the American public for com- 
prehensive health service, with 
equitable payment to hospital 
personnel, would be a continuing 
one and believed that the American 
people were willing to pay any 
reasonable cost for such service. 
However, many Blue Cross Plans 
were fearful not only of increased 
costs, and the broader coverage 
which the public was apparently 
demanding, but even of continuing 
the existing levels of coverage. The 
result was that many Blue Cross 
Plans proceeded to restrict bene- 
fits in various ways, and to intro- 
duce subscriber rates based on 
individual group experience. For 
the first time an attitude of caution 
entered the Blue Cross field and 
the early spirit of pioneering in 
providing comprehensive health 
coverage for everyone at com- 
munity-wide rates, began to fade, 
and the earlier leadership of the 
American Hospital Association did 
not seem to continue with the 
same vigor. 

Following World War II health 
benefits became a matter of nation- 
wide bargaining between national 
employers and labor unions. While 
this was occurring, many of the 
country’s largest employers began 
requesting uniform nation-wide 
health coverage for their em- 
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ployees. Previously such employers 
had permitted local divisions to 
make local decisions regarding 
health benefits. In many cases, Blue 
Cross was not ready to meet the 
new challenge. Blue Cross had de- 
vised one of the greatest voluntary 
systems the world had ever known 
for financing health care, and yet 
it was now becoming cautious in 
the maintenance and extension of 
the very principles that had made 
it great. 


HOSPITAL COSTS SKYROCKET 


During the 14 years since the 
end of World War II, inflation has 
continued and increased costs of 
salaries and wages in hospitals are 
perhaps higher percentage-wise 
than the cost of wages and salaries 
in any other activity. The con- 
tinued advance in medical science 
and improvement in medical and 
hospital care, plus the increased 
demand for hospital services, all 
have combined to cause a relent- 
less skyrocketing of hospital costs. 

During this period, little has 
been done by either Blue Cross, 
hospitals or the medical profession 
to inform the public of the many 
factors involved in rising hospital 
costs. Little has been done to point 
out that hospital care at its present 
cost is still one of the greatest bar- 
gains available to the American 
people. Hospital care for the entire 
family can be obtained at rates of 
35 cents a day or less. In other 
words, the daily cost of hospital 
care for the family is approxi- 
mately the cost of a package of 
cigarettes or a gallon of gasoline. 
It is less than the cost of public 
transportation that most workers 
pay to go to and from work. Hos- 
pital care can be purchased for 
the entire family for a year for 
less than the cost of insurance on 
a single automobile. The public has 
not been made aware of the valu 
of hospital care. 

It is only natural that this has 
resulted in sharp public reaction 
to the rising cost of hospital and 
medical care, and brought demands 
for investigation and control of 
_ Blue Cross and hospitals. 


Meanwhile, what lesson, what 
conclusion can we draw from this 
historical review? We believe there 
is one great lesson to be learned: 
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What is needed is a renewal of the 


leadership of the American Hospi- | 


tal Association, and a return to the 
enthusiasm and pioneering spirit 
which made Blue Cross one of the 
greatest social phenomena of the 
century. 

We need a return to the princi- 
ples of extending the broadest 
possible coverage to everybody, a 
return to the principles of extend- 
ing such broad coverage on a com- 
munity rate basis with the broad- 
est possible use of the law of 
averages, a return to all these 
principles which during the early 
history of Blue Cross contributed 
to its rapid growth and phenom- 
enal acceptance by the people. 

However, this cannot be accom- 
plished by 80 or more individual 
Blue Cross plans and 70 Blue 
Shield Plans offering a variety of 
rates and benefits, with a great 
variety of enrollment regulations. 
It cannot be accomplished by six 
national organizations, namely: 
The Blue Cross Commission, the 
Blue Cross Association, Health 
Service, Inc., the Blue Shield Com- 
mission, Medical Indemnity of 
America and the Joint Operating 
Committee. The time has come 
when there must be a nafion-wide 
coordination of all these organi- 
zations, while preserving to the 
greatest degree possible the au- 
tonomy of the present local plans. 

If voluntary hospitals are to be 
preserved, the American Hospital 


_ Association must reassert its lead- 


ership in the voluntary financing 
of hospital care, and it should never 
abdicate its leadership in connec- 
tion with the financing of hospital 
care, any more than it should 
abdicate its leadership in connec- 
tion with preserving and improv- 
ing the quality of such care. 


VOLUNTARY OR GOVERNMENTAL? 


Basically the question which the 
American Hospital Association, the 
hospitals and, ultimately, the 
American people must decide, . is 
whether to have a voluntary or a 
governmental hospital system in 
the United States. Every right 
thinking person will prefer a 
governmental system if there is 
evidence that it will produce high- 
er quality hospital care for the pa- 
tient. 

However, everyone must do 
everything in his power to preserve 


and improve the voluntary hospital 
system when all the facts avail- 
able to us indicate that such a sys- 
tem produces higher quality hospi- 
tal care. We believe all serious 
students of American health serv- 
ice will agree that there are 
greater values in the voluntary 
system. 

There is little chance of long 
continuing a voluntary hospital 
prepayment system with a govern- 
ment-controlled hospital system. 
There is little chance of continuing 
a voluntary hospital system under 
a governmental compulsory health 
insurance program. But this inter- 
relationship and interdependence 
goes even deeper. 


COOPERATION OF MEDICINE 
AND DENTISTRY 

What would be the prospect of 
continuing the private practice of 
medicine or dentistry in conjunc- 
tion with a governmental hospital 
system? Very slim indeed. This 
means that the American Hospital 
Association must seek and obtain 
the cooperation of the American 
Medical Association and the 
American Dental Association and 
that all three must demonstrate 
cooperative leadership. This leader- 
ship is their collective mandate to 
preserve, extend and improve the 
private practice of medicine and 
dentistry, the voluntary hospital 
system and the voluntary financing 
of these services. 

If we agree that the private 
practice of medicine and dentistry, 
the voluntary hospital system and 
the voluntary financing of these 
services should be preserved—and 


we should come to this conclusion - 
only if we sincerely believe that 


the people of the United States 
will secure better health services 
through a voluntary program— 
then what do we do about it? 
Something can be done, but it is 
likely to be done only if outstand- 
ing leadership is exerted first by the 
American Hospital Association. 
The rewards, measured in the fu- 
ture quality of health care of the 


American people, are tremendous. 


The task likewise is tremendous. 
It is a task for leaders with great 
vision. 

The proposal that follows is not 
new. In most of its details, it was 
presented over 15 years ago. The 
fact that it has not been imple- 
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mented in the interim does not 
in any way detract from its valid- 
ity. It may suggest that when it 
was first presented “its time had 
not come”, but time has raced by 
rapidly. The question now is: Does 
time remain for American medical, 
dental, hospital and other health 
leaders to grasp the opportunity 
available to them? 


The opportunity is to deliver 
into the hands of the American 
people a complete program of vol- 
untary health services. The op- 
portunity available to health 
leaders in the United States is no 
longer available in any other coun- 
try on earth. All of them have 
forfeited the voluntary approach 
and imposed upon government the 
responsibility for providing health 
services. Our opportunity is this: 


- That the American Hospital Asso- 


ciation take the lead in organizing 


an “American Blue Cross’, and 


that the Association take immedi- 
ate steps to obtain a federal char- 
ter under which the American Blue 
Cross would operate in the public 
interest. 


What would be some of the 
characteristics of the American 
Blue Cross? It should include the 
following features: 

1. It should be a voluntary, na- 

tion-wide organization. 

2. It should be under the spon- 

sorship of hospitals, medicine 

and dentistry, with additional 
representation on its Board of 

Trustees from agriculture, labor 

and management, preferably ap- 

pointed by the President of the 

United States. 

3. It should assure the individual 

of free choice in the selection of 

a physician, dentist or hospital. 

There should be no interference 

in the professional relations be- 

tween physicians, dentists and 


patients; or between physicians, 
dentists and hospitals. 

4. It should place emphasis on the 
public welfare and be nonprofit 
in operation. Any surplus which 
might develop should be used 
for the benefit of subscribers in 
the form of reduced rates or in- 
creased benefits. 

5. The ultimate economic re- 
sponsibility of providing hospi- 
tal, medical and dental benefits 
under the plan should be as- 
sumed by hospitals and the 
professions through definite con- 
tractual agreements. This ar- 
rangement would be similar to 
that now covered by contract at 
local levels. 


NECESSARY BENEFITS 


6. Benefits should be compre- 
hensive on a service basis, with 
an absolute minimum of restric- 
tions and limitations. 

7. Benefits should be available to 
everybody,. including the urban 


CAMERA 


RECORDS 
HOSPITAL LIFE 


onvinced of the fact that “every 
picture is worth 1000 words”, Carl 
Chiarenza of Rochester, N.Y., spent 
seven months photographing activi- 
ties at Boston City Hospital in prepara- 


tion of a pictorial master’s thesis in 


journalism at Boston University. Mr. 
Chiarenza took 1600 pictures with 
his 35mm camera and selected 320 
of them for this photo-essay, which 
is believed to be the first project of 
its kind accepted for graduate work 
in journalism. 

Entitled ‘*City Hospital’’, this thesis 
reports, by means of pictures and a 
very brief text, the 17 departments 


_ of activity at Boston City Hospital. In 


commenting on the limited amount of 
copy in the essay, Mr. Chiarenza said 
“the pictures are designed to speak 
for themselves, to tell the story... . 
tried to take the walls of the hospital 
down, -to bring the reader into an 
awareness of what City Hospital is.’’ 

For the past two years graduate 
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students in journalism at Boston University have had the opportunity to choose 
as a thesis a reporting project involving a current topic or the traditional re- 
search essay. Mr. Chiarenza’s picture study is the first photo-journalism essay 
accepted under this new program. 


a\\ 
SURGEONS at work is one of the 320 scenes of hospital life at Boston City Hospital 


that Carl Chiarenza chose for his pictorial master’s thesis at Boston University. 
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and rural population, and to all 
age groups. Provision should be 
made for the unemployed and 
retired persons. Provision should 
also be made for the indigent, 
preferably through contractual 
arrangements with local govern- 
ments. 
8. There should be maximum 
spread of risk with special con- 
sideration to providing benefits 
to the unemployed, retired and 
older age groups at rates they 
can afford to pay. There should 
be encouragement of participa- 
tion by all employers in the cost 
of care, similar to the programs 
now followed by many employers, 
so as to keep the direct cost to 
the individual at a minimum. 
9. There should be provision for 
cooperation between physicians, 
hospitals and prepayment plan 
officials to the end that only 
those services necessary for 
diagnosis and treatment of the 
patient would be provided. Con- 
trol of utilization of services must 
remain with physicians, pref- 
erably through the organized 
medical staff of the hospital. 
10. There should be provision 
for scientific, community-wide 
planning of hospitals and other 
health facilities to ensure facili- 
ties adequate to meet needs but 
prudently planned to prevent 
financial burden possible to the 
community through excess build- 
ing. 

NO POLITICAL CONTROL 


Such a plan would not only pro- 
vide economic stability in health 
care, but would stimulate further 
scientific research and progress. 
The plan, however, must be free of 
political control and compulsion. 
These restrictions are objectionable 
not only to the professions and hos- 


pitals, but, what is more important, 


they are objectionable to the great 
majority of the American people. 

While it is proposed that the AHA 
take the lead in the organization of 
the American Blue Cross, it is im- 
perative that the AMA andthe ADA 
be urgently requested to assume 
joint sponsorship. While every effort 
should be made to have these three 
national organizations join in the 
sponsorship, the AHA should pro- 
ceed with the proposed organi- 
zation, even if at this time the 
other two national organizations 
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found it advisable not to join. 
Should the AHA find this necessary 
at this time, there should be pro- 
vision for the others to cooperate 
at a later date. | 


A FEDERAL CHARTER 


It is suggested that a federal 
charter for the American Blue 
Cross be requested from the United 
States Congress. This would be 
similar to the federal charters 
under which the American Red 
Cross and the American Legion 
now operate. The hospital repre- 
sentatives on the Board of Trustees 
of the American Blue Cross should 
be appointed by the AHA with 
medical and dental representatives 
appointed by the AMA and the 
ADA. 

Such a federal charter should 
provide that the purpose of the 
American Blue Cross is to aid in 
the promotion and extension of 
adequate medical, dental and hos- 
pital care, education and research 
in the health field, and financing 
of these services. 

There should be provision for 


the consolidation of the activities 


of the Blue Cross Commission, the 
Blue Cross Association, and Health 
Service, Inc., with the American 
Blue Cross. If the American Medi- 
cal Association cooperates, pro- 
vision should be made for the 
consolidation of the Blue Shield 
Commission and Medical Indem- 


nity of America with the new or- . 


ganization. 

To carry this work to the local 
level it is proposed that the Ameri- 
can Blue Cross grant charters 
under which local, voluntary, non- 
profit health plans in the various 
states and territories of the United 
States would be licensed. Local 
plans should be given a maximum 
degree of autonomy. 


COSTS OF HEALTH BENEFITS 


Benefits should be in terms of 
hospital, medical and dental serv- 
ices, rather than on a cash indem- 
nity basis. There should be 
complete reciprocity of service 
benefits by all local plans. Hospital 
benefits should include all hospital 
services for both in- and outpa- 
tients. There should be no restric- 
tions on the provision for x-ray, 


laboratory services and drugs. Such > 


matters should be left to the discre- 
tion of the attending physician to 


determine in light of the medical 
need. 

Care offered should include cases 
involving communicable disease, 
tuberculosis and nervous and men- 
tal conditions. Consideration should 
also be given to the provision of hos- 
pital benefits without time limita- 
tion, leaving the length of stay of 
the patient to the discretion of the 
attending physician to be deter- 
mined by medical need. There 
should be provision for home care 
programs, including visiting nurse 
services, to permit transfer from 
hospital to home at the earliest 
possible time and to provide home 
services in cases of prolonged ill- 
ness. 

The medical and dental services 
offered through companion medical 
and dental plans should be simi- 
larly comprehensive. Complete 
medical care on a service basis 
should be provided to persons in 
the medium and low income 
groups, with liberal allowance for 
the cost of medical services to per- 
sons in the higher income groups. 

Only the care of industrial acci- 
dent cases and diseases for which 
the employer is responsible, and 
care in governmental hospitals 
where the government has accepted 
responsibility, should be excluded 
from coverage. 

There should be provision for 
constant research in conjunction 
with cost and use of hospital and 
other health services, so that the 
cost to the public can be kept as 
low as possible, consistent with a 
high quality of service. | 


HOSPITAL AND PHYSICIAN PAYMENTS 


Hospitals must be paid ade- 
quately for their services. Such 
reimbursement should be based on 
full cost of care with allowance for 
depreciation and should be in ac- 
cordance with the principles of 
reimbursement recommended by 
the American Hospital Association. 

Physicians and dentists must be 
paid adequately for their services. 
The various specialty groups in 
each state society should recom- 
mend reasonable fees for each 
service following a schedule of 
relative values already adopted in 
many states. Such fee schedules 
should cover full payment of care 
for all subscribers in the middle 
and low income groups. 

(Continued on page 123) 
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S OME OF THE rather dramatic de- 
velopments in prepaid hospital 
care now occurring in Canada are 
of value in providing an objective 
view of the situation in the United 
States. It has been said, “The 
United States is still at the cross- 
roads and can take either path— 
the major direction in Canada has 
already been decided.” Other 
writers have outlined plausible 
courses of action which might be 
taken to keep American hospitals 
on the path of voluntaryism. 

Obviously, the decisions about 
prepaid hospital care in Canada 
were made with very serious con- 
sideration as to why some form of 
government intervention in the 
hospital insurance field seemed 
desirable. 

Our experience may well be 
helpful to American administra- 
tors in maintaining and strength- 
ening the system of voluntary pre- 
payment now developed to such 
a high degree in the United States. 

The prepayment mechanism for 
hospital care, not quite 30 years 
old, has been a dynamic, progres- 
sive force. The public no longer 
questions whether it is good or bad, 
but rather feels: that all needed 


Stanley W. Martin is executive secretary- 
eee of the Ontario Hospital Associa- 
on. 
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Voluntary prepayment plans will 
continue to exist only if these plans 
meet public demands for paid hospi- 
tal care for all citizens, in the author’s 
opinion. He compares the causes which 
prompted governmental control of 
health insurance in Canada to the 
present situation in the United States, 
and explains what action hospital and 
prepaid care groups could take to 
avoid governmental control. 


hospital care should be available 
to all citizens. 


CURRENT PROBLEMS 


If complete hospital care for all 
citizens is to be realized on a vol- 
untary basis satisfactory to the 
public, hospitals and the various 
prepayment plans, numerous dif- 
ficulties must be met. The volun- 
tary prepayment plans will have 
to resolve the following problems 
if the voluntary system is to con- 
tinue in the United States. 

1. In many areas a high per- 
centage of the population is en- 
rolled in some type of hospital 
insurance protection. The unin- 
sured 20-25 per cent of the people 
can become a very serious political 
“minor rights” group, which was 
the problem we faced. To remove 
possible pressures of this kind, 


the voluntary groups must provide 
these people with care on an in- 
sured basis, even though this may 
be possible only by requiring the 
state to make premium payments. 
In Ontario, this group was com- 
prised of older people, many re- 
ceiving state assistance; indigent 
poor of all ages; seasonal work- 
ers too infrequently employed to 
maintain their coverage through 
payroll deduction and without 
funds to maintain it on a self-pay 
basis; and, to a degree, the rural 
self-employed citizens. 


BLUE CROSS IMPERATIVES 


Constructive efforts by many of 
the stateside Blue Cross Plans to 
develop prepaid coverage for old- 
er age groups is a step in the 
right direction. Because contract 
limitations are tied closely to 
premium charges, however, it must 
be considered as only a beginning. 
The big problem voluntary pre- 
payment plans face is how to de- 
velop a sound program for this 
group with broad comprehensive 
benefits at rates at least no higher 
than for younger, employed per- 
sons. 

The government-sponsored plan 
in Ontario is not compulsory for 
individuals, but only for persons 
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in groups having 15 or more em- 
ployees. About 95 per cent of our 
population is covered and there 
has been a tremendous response 
from the so-called individual en- 
rollees on a purely voluntary basis. 
This seems to indicate that given 
broad coverage at a reasonable 
rate, these people are willing to 
provide protection for themselves. 
Contract restrictions and high sub- 
scription rates can easily create 
great unhappiness and unrest in 
this steadily increasing group. 

The danger is that when the 
state has to provide payment for 
the hospital care of this group on 
a full cost basis at the time hos- 
pital care is provided, the state is 
likely to suggest that it should have 
the advantages of insuring good 
risks as well as paying for bad 
risks. This is the greatest potential 
danger of the “experience rating” 
practices of all commercial and 
some voluntary carriers. 

The outstanding result of a 
government-sponsored plan is a 
common underwriter for all the 
population and a complete return 
to the community-wide pricing 
principle, an original cornerstone 
of the Blue Cross movement. To 
retain a voluntary prepayment 
system, means must be developed 
to meet this need. All voluntary 
carriers must apply revolutionary 
thinking to underwriting practices 
now in effect. 


COVERAGE FOR ALL SERVICES 


2. Benefit patterns must be 
quickly, even radically, extended 
to include nearly all inpatient 
and outpatient services provided 
through hospitals. We have edu- 
cated our people to the advantages 
of prepayment and good, modern 
hospital care. Attempted introduc- 
tion now of coinsurance, deducti- 
bles or restrictive contract clauses 
of any type leans heavily against 
public opinion. Pressing problems 
of hospital administrators have 
caused us to allow insurers of 
hospital service to merchandise it 
to their policyholders largely as 
a matter between the insuring 
agency and the insured. 

Hospitals, not the insuring 
agency, become the object of criti- 
cism for charges levied beyond 
the limits of purchased coverage. 
Therefore, if hospitals are not to 
be the eventual losers, coverage 
benefits must be quickly written 
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up to a broad comprehensive level, 
whereby the patient will have al- 


most all his hospital bill paid at 


the time service is provided. In- 
demnity coverages paying only 
a part of the charges for hospital 
services tend to instill the idea 
that such amounts are the fair 
charges for such hospital services. 
For this reason, more difficulty 
and greater criticism is caused the 
hospital through low limit cover- 
ages than through no patient cov- 
erage. Hospital people must exert 
stronger pressures for extended 
benefit patterns, or lose out to 
the people’s demand for govern- 
ment action. 


EDUCATION ON RISING COSTS 


3. All hospital insuring agencies 
—Blue Cross, commercial carriers, 
or others—must cease being so 
publicly critical of rising hospital 
costs. Their influence should be 
channeled toward a positive pro- 
gram to convince the people that 


-comprehensive hospital coverage 


is worthwhile and worth an ap- 
parently higher cost. The public 
must be educated to the fact that 
the cost of hospital care will un- 
doubtedly increase in the years 
ahead. This, coupled with an ever 
increasing use of hospital facili- 
ties for diagnosis and treatment, 
will mean increased subscription 
payments at regular intervals. The 
more critical the general public 
becomes about rising hospital 
costs, the quicker they will turn to 
the government (their agent which 
they believe they control) for 


radical correction of what they © 


think is an unwarranted hardship. 

Our government-sponsored hos- 
pital insurance plan in Canada 
(and particularly in Ontario), has 
accomplished a solution for most 
of these problems by providing: 
(1) a common carrier; (2) com- 
prehensive hospital benefits pro- 
viding unlimited care in general, 
mental, convalescent and chronic 
hospitals and homes, and sana- 
toriums for tuberculosis; (3) a 
subsidized subscription rate more 
easily paid by lower income groups; 
and (4) fully paid coverage for all 
state assistance cases and indigent 
care groups. 

This program was evidently de- 
sired by our people. Something 
close to this will have to be pro- 
vided by the voluntary agencies if 


government is not to intervene. 


HOSPITAL RESPONSIBILITIES 


From our experience, the more 
important hospital responsibilities 
directly related to prepayment of 
their services are: 

1. In close cooperation with in- 
suring agencies, a scheme must be 
developed to ensure that care pro- 
vided all types of patients will be 
paid for at not less than cost. The 
unsatisfactory charitable approach 
maintained by many hospitals to 
the indigent, or part-pay, patient 
creates a type of second-class citi- 
zen. Hospitals, to achieve maxi- 
mum service and maintain their 
roles as teaching, and research 
centers, must be guaranteed full 
cost reimbursement for all patients 
treated. 

2. Doctors and hospitals must 
learn to work together harmoni- 
ously to assure that hospital facili- 
ties and services are utilized most 
efficiently. They must be prepared 
jointly to demonstrate to the pub- 


_ lic that efficiency is at the highest 


possible level and that increasing 
costs are related to better and more 
valuable service. Active admission 
and discharge committees, special 
service committees, and others at 
the local hospital level must func- 


tion effectively if this goal is to 


be reached. 


DUPLICATION: UNNECESSARY LUXURY 


3. Hospitals can no longer afford 
the luxury of duplication of highly 
specialized and expensive services 
in all areas. One of the stated pur- 
poses of our commission is “to 
ensure the development through- 
out Ontario of a balanced and 
integrated system of hospital and 
related health activities”. Only 
necessary hospital beds and facili- 
ties can be adequately financed 
under present-day economic con- 
ditions. Individual, regional and 
state planning and full cooperation 
between existing hospitals will 
provide careful, thoughtful an- 
swers to needed expansion of hos- 
pital plants and equipment in the 
future. 

4. The body that becomes a con- 
trolling agency in determining al- 
lowable operating costs is ex- 
tremely important. Unless this 
group is keenly aware of what 
comprises good hospital care, ex- 
treme difficulties will arise. Hos- 


HOSPITALS, J.A.H.A. 


| 
| 3 


pitals in Ontario now receive pay- 
ment for insured services on an 
all-inclusive rate basis. The per 
diem payment rates are arrived at 
through submission of detailed 
budgets of all estimated yearly 
spending. After screening by a rate 
board, approved per diem rates are 
established. 

This method of payment to hos- 
pitals is the major area of control 
of hospital operations. We are most 
fortunate since the persons respon- 
sible for this important function 
are hospital people with wide ex- 
perience and knowledge in the 
provision of good hospital care. 
Should this not be the case, we 
might be in serious trouble. 

This would be almost equally 
true in the voluntary field should 
other than hospital people gain 
control of U.S. voluntary pre- 
payment agencies. Current pres- 
sures for conversion of these 
producer controlled agencies to 
consumer controlled governing 
bodies should be resisted most 
strenuously by hospital adminis- 
trators. A continuing study should 
be undertaken through regional 
and state associations to consider 
methods of controlling this appar- 
ent danger of large operating pay- 
ments from a single source. 


5. Modern business methods and 
techniques must be put to use in all 
hospital activities so that prompt, 
accurate and convincing financial 
management presentations will be 
available to prove hospitals are 
efficiently operated and managed. 
Specifically, statistics and finan- 
cial control mechanisms must be 
_achieved through well prepared 
and effectively used budgets and 
budgeting procedures. 

For more than 10 years, hospital 
administrators and accountants in 
Ontario were urged to make fuller 
use of annual budgets as excellent 
management tools. When the gov- 
ernment-sponsored plan of hospital 
insurance became a reality, all 
hospitals were required to submit 
budgets for rate setting purposes. 
We discovered with dismay that 
only a small percentage of our 
hospitals had taken advantage of 


this advice, but in the face of com-— 


pulsion all quickly did so. The 
advantages of a budget and other 
financial management tools have 
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now become clear to our hospital 
people. 

But why must this sound busi- 
ness development await third-par- 
ty compulsion? These objectives 
can be easily accomplished for the 
strengthening of the voluntary 
hospital and voluntary prepayment 
plans before certain compulsory 
forces enter the picture. 


6. Hospital trustees and mem- 
bers of the women’s auxiliaries— 
the truly voluntary part of our 
hospital system—provide a tre- 
mendous power for enlightened 
thinking in the community if they 
understand the issues involved. 
Blue Cross—the creature of the 
hospitals—in particular needs the 
sympathetic understanding of these 
people. 

Prepayment coverages being 
used by industries in the area, 
as well as trends in individual 
policy limits currently being sold, 
should be examined carefully. 
Where they do not provide pay- 
ment for a large percentage of 
most hospital bills, those directly 
concerned should be made to real- 
ize the real problem created for 
both the community hospital and 
industry’s employees, or other citi- 


zens of the area. This task can be 
best accomplished by the vitally 
interested trustees and auxiliary 
members of the local hospital. 
Their interest must be awakened 
to all the inherent problems that 


must be solved to maintain a 
wholly voluntary system of hos- 
pitals and hospital prepayment. 

The challenge of resolving these 
problems is very great. It will re- 
quire tremendous effort, consid- 
erable good will, cool and objec- 
tive thinking and applied interest 
by all concerned. Up to the pres- 
ent time, many Canadian and 
American administrators have 
seen health insurance as an ideo- 
logical issue—private action ver- 
sus government action. The people 
generally, however, take a more 
pragmatic view and see this pri- 
marily as a question of “how do 
we get the job done?” 

In Canada, not enough of the 
fundamental hospital needs were 
met through private action, so 
now the job is done through that 
agency which the people control 
—their government. Bold and de- 
cisive action may circumvent such 
a move in the U.S. If voluntary 
action meets these challenges, there 
will be no need and little contin- 
ued demand for public action. ® 


Forest (Ill.) Hospital. 


scheme. Carl K. Schmidt Jr., 


POINSETTIA, a colorful and safe 
Christmas decoration 


With Christmas less than eight weeks 
away, many hospitals are now making 
plans for decorating their interiors and ex- 
teriors for the holiday season. One plan 
Z/‘*hat has proved highly successful — and 
“™ safe — is the use of poinsettia rather than 
the traditional Christmas trees for decorat- 
ing patients’ wards, dining rooms, chapels, 
recreation and treatment centers at Oak 


The institution, situated in southwest suburban Chicago, is now 

nurturing a bumper crop of the Christmas plants in its greenhouses 
- for use in the coming holiday season. 

The fire prevention theme in Christmas decorating is carried one 
step further at Oak Forest by the addition of a limited number of 
noncombustible trees to the holiday decoration 

hospital superintend- 
ent, also reports that local garden clubs and other 
groups add further color to the hospital scene by 
hanging wreaths and other decorations, which the 
ladies have made for the wards. 
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pitals in Ontario now receive pay- 
ment for insured services on an 
all-inclusive rate basis. The per 
diem payment rates are arrived at 
through submission of detailed 
budgets of all estimated yearly 
spending. After screening by a rate 
board, approved per diem rates are 
established. 

This method of payment to hos- 
pitals is the major area of control 
of hospital operations. We are most 
fortunate since the persons respon- 
sible for this important function 
are hospital people with wide ex- 
perience and knowledge in the 
provision of good hospital care. 
Should this not be the case, we 
might be in serious trouble. 

This would be almost equally 
true in the voluntary field should 


other than hospital people gain. 


-control of U.S. voluntary pre- 
payment agencies. Current pres- 
sures for conversion of these 
producer controlled agencies to 
consumer controlled governing 
bodies should be resisted most 
_ strenuously by hospital adminis- 
trators. A continuing study should 
be undertaken through regional 
and state associations to consider 
methods of controlling this appar- 
ent danger of large operating pay- 
ments from a single source. 


5. Modern business methods and 
techniques must be put to use in all 
hospital activities so that prompt, 
accurate and convincing financial 
management presentations will be 
available to prove hospitals are 
efficiently operated and managed. 
Specifically, statistics and finan- 
cial control mechanisms must be 
achieved through well prepared 
and effectively used budgets and 
budgeting procedures. 

For more than 10 years, hospital 
administrators and accountants in 
Ontario were urged to make fuller 
use of annual budgets as excellent 
management tools. When the gov- 
ernment-sponsored plan of hospital 
insurance became a reality, all 
hospitals were required to submit 
budgets for rate setting purposes. 
We discovered with dismay that 
only a small percentage of our 
hospitals had taken advantage of 
this advice, but in the face of com- 
pulsion all quickly did so. The 
advantages of a budget and other 
financial management tools have 


NOVEMBER |, 1959, VOL. 33 


now become clear to our hospital 
people. 

But why must this sound busi- 
ness development await third-par- 
ty compulsion? These objectives 
can be easily accomplished for the 
strengthening of the voluntary 
hospital and voluntary prepayment 
plans before certain compulsory 
forces enter the picture. 


6. Hospital trustees and mem- 
bers of the women’s auxiliaries— 
the truly voluntary part of our 
hospital system—provide a _ tre- 
mendous power for enlightened 
thinking in the community if they 
understand the issues involved. 
Blue Cross—the creature of: the 
hospitals—in particular needs the 
sympathetic understanding of these 
people. 

Prepayment coverages being 
used by industries in the area, 
as well as trends in individual 
policy limits currently being sold, 
should be examined carefully. 
Where they do not provide pay- 
ment for a large percentage of 
most hospital bills, those directly 
concerned should be made to real- 
ize the real problem created for 
both the community hospital and 
industry’s employees, or other citi- 


zens of the area. This task can be 
best accomplished by the vitally 
interested trustees and auxiliary 
members of the local hospital. 
Their interest must be awakened 
to all the inherent problems that 
must be solved to maintain a 
wholly voluntary system of hos- 
pitals and hospital prepayment. 

The challenge of resolving these 
problems is very great. It will re- 
quire tremendous effort, consid- 
erable good will, cool and objec- 
tive thinking and applied interest 
by all concerned. Up to the pres- 
ent time, many Canadian and 
American administrators have 
seen health insurance as an ideo- 
logical issue—private .action ver- 
sus government action. The people 
generally, however, take a more 
pragmatic view and see this pri- 
marily as a question of “how do 
we get the job done?” 

In Canada, not enough of the 
fundamental hospital needs were 
met through private action, so 
now the job is done through that 
agency which the people control 
—their government. Bold and de- 
cisive action may circumvent such 
a move in the U.S. If voluntary 
action meets these challenges, there 
will be no need and little contin- 
ued demand for public action. §® 
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POINSETTIA, a colorful and safe 
Christmas decoration 


With Christmas less than eight weeks 
away, many hospitals are now making 
plans for decorating their interiors and ex- 
teriors for the holiday season. One plan 
that has proved highly successful — and 
safe — is the use of poinsettia rather than 
the traditional Christmas trees for decorat- 
_ing patients’ wards, dining rooms, chapels, 
recreation and treatment centers at Oak 


The institution, situated in southwest suburban Chicago, is now 
nurturing a bumper crop of the Christmas plants in its greenhouses 
for use in the coming holiday season. __ 

The fire prevention theme in Christmas decorating is carried one 
step further at Oak Forest by the addition of a limited number of 
noncombustible trees to the holiday decoration . 
hospital superintend- 
ent, also reports that local garden clubs and other 
groups add further color to the hospital scene by 
hanging wreaths and other decorations, which the 
ladies have made for the wards. 
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by WILLIAM S. McNARY 


N ST. PATRICK’s Day 1939 John 
F. Houlihan became the first 
of today’s some 3,600,000 Michigan 
Blue Cross members. He paid $1.90 
a month for his family group plan. 

In March 1959, Mr. Houlihan, a 
half-time Florida resident, but still 
a Michigan Blue Cross member, 
paid $12.63 for his and his wife’s 
Blue Cross protection. In addition, 
he paid $3.55 for Blue Shield, 
making a total of $16.18. In round 
numbers, Mr. Houlihan is now 
prepaying eight times as much for 
health care as he did in 1939— 
20 short years ago. Mr. Houli- 
han’s health package now includes 
Blue Shield benefits where no 
Blue Shield benefits at all were 
available in March 1939. His Blue 
Shield benefits will soon be in- 
creased with a further increase in 
the rate. His hospital benefits, too, 
have been broadened materially 
because the scope of services avail- 
able in a hospital is much wider 
now than it was then. The fact is, 
nevertheless, that Mr. Houlihan, 
now retired, must pay at least 
eight times as much for a good 
health care prepayment plan as he 
paid for the best plan available to 
him and his family only 20 years 
ago. 

Mr. T. Coleman Andrews, former 
U. S. commissioner of internal rev- 
enue, tells us that inflation and 
taxes together have robbed our 

William S. McNary is executive vice 
president, Michigan Hospital Service, and 


member, executive committee, Blue Cross 
Commission, Detroit. 


This article is adapted from a presenta- 
tion at the Annual Conference of Blue 
Cross Plans in Miami Beach, Fla., in 


April 1959. 
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With every insurance company rate 
increase, public demands grow for 
proof of the efficiency of our health 
system and its methods of financing 
itself, the author states. To satisfy 
these demands, the author suggests, 
voluntary hospitals must unite locally, 
working with Blue Cross to develop 
programs of incentive for providing 
good hospital care, to prevent abuses 
of cost formula payments, and to curb 
expansion of unnecessary hospital fa- 
cilities. 


dollar of about two-thirds of its 
purchasing power in that same 20- 
year span. 

Mr. Houlihan therefore finds 


himself paying perhaps $6 a month 


for what he got for $1.90 a month 
in 1939—plus about $10 a month 
for more and better benefits. All 
of these benefits, new and old, 
have increased in cost at approxi- 
mately triple the rate of his other 
needs and luxuries. 

Mr. Houlihan, like 123 million 
other Americans faced with the 
same or similar problems, has so 
far been willing to pay what it 
costs. He may even be willing to 
pay more for greater protection 
than he now has. But Mr. Houli- 
han wants to be sure that he is 
getting his money’s worth. 


PROOF OF VALUE DEMANDED 
With every Blue Cross or Blue 


Shield or insurance company rate 


increase this demand for proof of 
the efficiency of our health system 


and its methods of financing itself. 


grows by leaps and bounds. Man- 
agers of health care prepayment 
plans, together with member hos- 
pitals and doctors, must satisfy 
their members on this point. 


BLUE CROSS CAN 


This is our biggest problem. It 
will not disappear. We can’t sweep 
it under the rug. We must face it 
and answer it to the satisfaction 
of government, of businessmen, of 
organized consumer groups and 
most of all to the satisfaction of 
the people we serve. The alterna- 
tive, of course, is slow strangula- 
tion of voluntary health insurance, 
followed inevitably and promptly 
by deterioration of our health care 
system which, with all its faults, 
is the best in the world today. 

I believe most of our general 
hospital care is provided in good, 
well-run institutions. I believe 
these good hospitals are operated 
as efficiently and economically as 
are most businesses—perhaps 
better. The public wants proof of 
these things and unless we provide 
such proof we are going to be in 


- even worse trouble than we now 


are. And when I say “we are going 
to be in trouble”, I mean hospitals 
and Blue Cross, doctors and Blue 
Shield, insurance companies and 
every other agency associated with 
this problem. 

I do not believe that hospitals, 
even the best, have exhausted 
every effort to economize any more 
than we have in Blue Cross. I 
know that intelligent and forceful 
hospital administration can find 
ways to better coordinate services 
and personnel with other hospitals 
and to eliminate duplicate and 
overlapping services. I believe that 
some hospitals have added beds 


with money which might better 


have been used to modernize ex- 
isting facilities. Some hospitals 
have added expensive services 
which were already available in 
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adequate measure in neighboring 
institutions. Some hospitals have 
indulged in wage competition for 
certain types of scarce personnel, 


thereby raising wage levels for one © 


category unnecessarily and out of 
proportion to wages of other types 
of help who may be underpaid. 

I know that new hospitals are 
sometimes built and wings added 
to old hospitals because of politi- 
cal pressures or to feed the vanity 
of a community or an individual. 
But these are the exceptions rather 
than the rule. Our voluntary hos- 
pitals, like their governing boards 
and administrators, are well run 
and devoted to serving their pa- 
tients. 

Sometimes I think the individual 
hospital’s greatest fault is insular- 
ity. Many hospitals, most good hos- 
pitals perhaps, are subject to inner 
stresses, but not to the strain of 
competition as it is known in busi- 
ness. Competition in hospitals is 
primarily in the field of profes- 
sional accomplishment. This is as 
it should be as long as it does not 
close the door to an understanding 
of the needs of the community. No 
one hospital can be all things to 
all men. The trustees of every hos- 
pital should be willing to assess 
their own hospital in the light of 
the needs and facilities of the city, 
the region and the state. 


THREE GOALS 


If the voluntary hospitals and 
Blue Cross are to win, I believe 
we must do these things: 

1. We must convince the people 
that the hospitals and Blue Cross 
are well and efficiently run in the 
public interest—not in the interest 
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of the hospital hierarchy or of Blue 
Cross or of the doctors. 

2. We must develop programs of 
incentive for providing good hos- 
pital care, and limitations that will 
prevent abuses of .cost formula 
payments. 

3. We must curb unnecessary 
expansion of hospital facilities and 
promote only those new facilities 


which are required to best serve 


the health needs of each city, re- 
gion or state. 

All of these things are possible. 
It is not unreasonable on the part 
of the public to expect us to do 
them. 


CONVINCING THE PUBLIC 


Let us first decide who is to do 
what must be done. Shall it be the 


_ hospitals, shall it be Blue Cross? 


I say “yes” to both. And when I 
say the hospitals, I mean the board 
of trustees, the medical staff and 
the administrator and his staff. 
When I say Blue Cross, I mean the 
Blue Cross board with all of its 
far flung influence, not just the 
executive director and his aides 
and employees. 

If we are to convince the people 
that their hospitals and their Blue 
Cross plans are well run in the 
interest of the patients, we will 
have to take the story to them. 
Hospital management will have to 
overcome its traditional reticence 
about revealing the details of its 
financial and organizational struc- 
ture. There are dozens of expen- 
sive and necessary pieces of equip- 
ment that do not need to be 
duplicated in two or more hospitals 
in the same city or service area. 
The same can be said of certain 


medical specialists and skilled 
paramedical workers whose serv- 
ices can and should be shared. If 
hospital boards will share their 
experiences and work through cen- 
tral community agencies, the pub- 
lic will gain through economies 
which will eventuate and through 
the knowledge that their health 
dollars are being used wisely. 

With respect to the proposal that 
payment or other incentives be 
developed to reward the hospital 
that provides a good quality of care 
and to limit payment to hospitals 
offering inferior care, little has 
yet been done. I think both Blue 
Cross plans and hospitals have 
been reluctant to tackle this ad- 
mittedly difficult task. But even if 
this task is more difficult than any- 
thing else we have tried it will be, 
perhaps, the most rewarding thing 
we can now do. In Michigan we 
are working on it. How long it 
may take and whether we will be 
successful, no one can say. This 
much seems reasonably sure—if 
all Blue Cross plans and their con- — 
tracting hospitals will devote time, 
real thought and whatever funds 
are necessary to finding the best 
way to pay good hospitals ade- 
quately and to pay poor hospitals 
minimally, we can’t help but up- 
grade the quality of hospital care 
and improve our payment systems 
tremendously. 

Even a partial solution of this 
problem would. do much to im- 
prove our public relations—a vi- 
tally necessary objective. 


RESTRICT EXPANSION 
With respect to the third goal, 
the need to restrict the expansion 
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of existing hospitals and to prevent 
the erection of new hospitals in 
areas already adequately served 
by existing beds, Blue Cross can 
and must play an active role. 
Blue Cross can go a long way 
to discourage unnecessary building 
by simply refusing to contract with 
hospitals which are built in defi- 
ance or in ignorance of community 
needs. The power of the purse that 
the board of trustees of a large Blue 
Cross plan has is very great. If 
used wisely to prevent the con- 
struction of beds where no more 
beds are needed in the reasonably 
foreseeable future, this power can 
be an instrument for good. It can 
mean a saving in a single com- 
munity of hundreds of thousands 


or even millions of dollars of con-— 


struction costs. In terms of money 
not spent by a community to sup- 
port unneeded beds, the saving is 
incalculable. 

Blue Cross cannot do this alone; 
we cannot be quixotic in refusing 
to contract with any hospital; we 
should not even appear to take 
such action in an attempt to pre- 
serve the status quo or to protect 
the vested interests of the estab- 
lished hospitals—except as they 
coincide with the interests of the 
people who need and use those 
hospitals. 

We can properly and legitimate- 
ly call upon the organizers of a 
proposed new hospital, or the 
board of an existing hospital con- 
templating an addition, to justify 
the proposed new beds in terms 
of the community’s hospital bed 
needs. We can ask metropolitan 
hospital councils for their advice 
and recommendations. We can lean 
on state survey and construction 
department studies. We can re- 


quest that regional studies be 


made. We can make our own sur- 
veys. 

Unless we do something about 
this problem, we are going to find 
that we must pay unnecessarily 
high costs because our subscribers 
and the hospital’s other patients 
are going to be supporting empty 
beds at two-thirds or three-fourths 
of the cost of full beds. 

Unless we do this, we will find 
an even longer stay by the average 
Blue Cross case. This trend is ap- 
parent now and has been for sev- 
eral years. It is just as frightening 
as the general inflationary trend 
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and much less defensible to the 
public because we know it can 
and should be corrected. 

Inherent in Blue Cross philoso- 
phy should be a sturdy reliance 
on the partnership it should have 
with the hospitals that provide 
health care to Blue Cross mem- 
bers. The concept that a Blue 
Cross plan is nothing more than 
the financial agent of its "member 
hospitals is outmoded. 

Hospitals, working as a team 


with the public and the doctors’ 


on a properly functioning Blue 
Cross board of trustees, can meet 
the three challenges enumerated 
above. More importantly, they can 


do what must be done equitably © 


and voluntarily, without govern- 
ment compulsion—administrative 
or legislative. They can act in their 
own enlightened self-interest be- 
fore government, gradually but 
implacably, moves to draw a net 
of regulation and control about 
the voluntary hospital. 


QUESTIONS AND UNITY 


The handwriting is on the wall— 
in the sometimes farcical, some- 
times tragic and sometimes con- 
structive insurance department 
hearings; in the legislative cham- 
bers; in the newspaper editorials; 
in the union halls and in the in- 
dustrial budget conferences. All 
speak with one voice, “The cost of 


hospital care is high and still go- 


ing up. Is all this cost necessary? 


‘Is all money wisely spent? Can we 


get the hospital care we need for 
less money in some other way? 
Why, why, why?” 

Just as Blue Cross plans must 
unite at the national level, so must 
hospitals unite through their local 
councils, through their state and 
national associations and through 
their own Blue Cross plans. To 
maintain its voluntary status, to 
retain its individuality against 
all the pressures that would de- 
stroy the voluntary community 
hospital, each hospital must join 


in a group effort to prevent those 


abuses by a few which reflect on 
all. 

Where this means some volun- 
tary relinquishing of precious lo- 
cal autonomy, that loss must be 
weighed against the imminence of 
far greater losses of autonomy 
through outside interference. Per- 
haps it is superfluous to point out 


that voluntary limitations »mposed 
by the hospitals acting together 
can be altered or abolished by 
those same hospitals to fit chang- 
ing conditions. Controls estab- 
lished by law or by administrative 
fiat of insurance commissioners or 
other duly constituted authorities 
are inflexible and are difficult to 


amend. Such controls are much 


more likely to be tightened than 
they are to be adapted to the needs 
of the industry. 

Self-regulation of the profes- 
sional side of medical care in the 
hospital field has kept hospitals 


and doctors comparatively free of 


government controls to date. Let 
us be equally willing to embrace 
necessary self-regulation on the fi- 
nancial side in order that we may 
maintain that freedom. 


HOSPITALS AND BLUE CROSS 


Some of our hospital friends 
and some Blue Cross administra- 
tors will ask, “Why should Blue 
Cross have either the privilege or 
the responsibility of leading or 
even of participating in finding 
answers to this problem? The hos- 
pitals of the United States got 
along for 175 years without Blue 
Cross and have functioned for the 
last 30 years without any dictation 
by Blue Cross. “Some hospitals,” 
they will say, “are even more 
afraid of Blue Cross domination 
than they are of government con- 
trol.” 

I can understand this attitude 
only: 

1. If the board of trustees of a 
hospital is concerned only with 
preserving the status quo for the 
present without regard to the fu- 
ture and, 

2. If the board believes it. does 
not now and will not soon face the 
problem with which we know we 
are all confronted. 

What happens to Blue Cross 
may not be a matter of great con- 
cern to history, but what will hap- 
pen to the voluntary hospital with- 
out Blue Cross is of vital concern 
to the country. 

Ten years ago a high official of 
one of this country’s great indus- 
trial concerns said to me, “If Blue 
Cross were to go out of business 
today, we would have government 
control of hospitals and medicine 
tomorrow.” 

(Continued on page 123) 
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(UPPER LEFT) This chapel is visible to patients in 
waiting rooms on four floors of Richmond Memorial 
Hospital. The hospital and chapel were built as a 
memorial to men and women from Richmond and 
surrounding counties who died in World War Il. 


(ABOVE) The compact triple corridor arrangement of 
the first floor of Richmond Memorial Hospital permits 
uncongested movement of patients, doctors, visitors, 
employees and supplies. All essential diagnostic serv- 
ices are consolidated on this floor. 


(LEFT) Visitors and patients can quickly be dispersed 
from the first floor mainobby of Richmond Memorial 
Hospital. Two elevators adjacent to the lobby take 
visitors to patient floors. Twin stairways lead te the 
Memorial Chapel. 


ADDS TRAFFIC CONTROL 
TO STEP-SAVING FEATURES 


by BILLY S. BARTLEY 


ee LIMESTONE AND brick build- 
ing of Richmond Memorial 
Hospital, Richmond, Va., a 400-bed 
general hospital, was designed for 
compactness and complete utility. 
These particular features, plus 
adequate equipment and the ut- 
most in other facilities, contribute 
_ to provide the best in patient ther- 
‘apy and patient service. 

The desire to erect a plant with 
facilities to save steps in rendering 


Billy S. Bartley is assistant administra- 
tor, Richmond Memorial Hospital, Rich- 
mond, Va. 
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The compact design of Richmond 
(Va.) Memorial Hospital saves steps 
and effort in rendering patient care, 
the author states. He discusses the 
hospital’s unusual layout and design 
features, which create an_ efficient, 
smooth pattern of traffic flow. 


patient care was established as an 
ultimate goal when the board of 
trustees first gave consideration 
to building a new hospital. Now, 
after two years of operating ex- 
perience, a realistic appraisal of 
the efficiencies made possible by 


some of the design features can 
be made. 


TRIPLE CORRIDOR 


One of the unique features of 
the building is the triple corridor 
arrangement of the first floor 
where all essential diagnostic 
services are consolidated. On this 
floor are located four major operat- 
ing rooms, three minor operating 
rooms, recovery rooms for ten pa- 
tients, three delivery rooms, labor 
rooms for six patients, emergency 
room (including an observation 


on 
| 
# = 
Br 
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room), central supply, x-ray de- 
partment, physical therapy, labo- 
ratory, admitting office, business 
office, and the administrative of- 
fices. 

The nearness of one service unit 
to another and the supporting di- 
agnostic facilities for the operating 
room, emergency room, and de- 
livery room have obvious advan- 
tages. Within one minute’s time the 
personnel of these diagnostic units 
can come from their respective de- 
partments to the emergency room, 
operating room, or delivery room. 
All personnel appreciate the ease 
with which they can get to their 
destination without delay. This ar- 
rangement has, in effect, brought 
together in a compact, adjacent 
setting the diagnostic facilities so 
necessary for the complete care 
and therapy of the patient. 


The triple corridor arrangement 
on the first floor permits the 
smooth flow of traffic, including 
movement of supplies. Physicians 
have a separate entrance. Emer- 
gency room patients admitted as 
inpatients are moved from the 
emergency room to the patient 
elevator and then directly to the 
floor assigned. 

Ambulatory patients being ad- 
mitted are routed from the admit- 
ting office to the laboratory for 
routine admission laboratory work 
and from there by the patient ele- 
vator to the floor assigned. The 
patient elevator is also used for 
the transfer of patients to and 
from the operating room, delivery 
room, x-ray, and physical therapy 
departments. 

Two elevators located adjacent 
to the main lobby are used prima- 
rily by visitors. Two service ele- 
vators are assigned to movement 
of food trucks, supply trucks, em- 
ployees, etc. The “dumb waiter” 
provides elevator service between 
all floors with central supply, phar- 
macy and, when needed, dietary. 
The well-placed elevators and the 
coordination of elevator service to 
meet the specific needs of groups 
individually and collectively has 
made the traffic flow pattern work 
to everyone’s satisfaction. 

In the basement are located the 
coffee shop, laundry, linen rooms, 
maintenance work shops, employ- 
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STORAGE — 
FLOOR plan of the ground floor 
at Richmond Memorial Hospital 
shows planning for smooth traf- a Room 
fic flow. Three outside entrances Linen Stores 
allow employees of basement 


departments to report directly 
to their work areas. 


PATIENT rooms at Richmond Memorial 


venience. They include “‘vocal call’ two-way communication systems, pillow radio 


Hospital are designed for comfort and con- 


speakers, oxygen outlets, individually regulated thermostats, and contemporary fur- 


niture of wood. 


ees’ cafeterias, pharmacy, house- 
keeping office and supply room, 
purchasing department, and cen- 
tral stores, employee locker rooms 
and employee lounges. All incom- 
ing supplies are delivered to the 
unloading dock for receipt in cen- 
tral stores. Employees of depart- 
ments located on the basement 
floor report directly to their work 
area from three possible outside 


entrances to the basement floor. 
DOUBLE CORRIDOR 


The double corridor, or “race 
track” arrangement for patient 
floors is another unique feature of 
the building. The corridors are di- 
vided by a service core with pa- 
tient rooms to the outside. The 
service core includes nursing sta- 
tions, utility rooms, examination 
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NURSING stations, of which there are two on a typical patient floor, are located between the 


double corridors. Patient care is made easier by the proximity of service facilities to the patient areas. 


room, laboratory, pantry, stair- 
wells, elevators, and a conference 
room. 

A floor can accommodate as 
many as 76 patients. The maximum 
patient complement per nursing 
station is 38 patients. Under the 
maximum bed complement, there 
are 4 private rooms, 28 semiprivate 
rooms, and 4 four-bed rooms. 
When desired, or needed, semi- 
private accommodations can be 
easily converted into private ac- 
commodations. Nursing personnel 
can move with ease a east 
to the west corridor, r vice 
versa. 

The proximity of the service fa- 


cilities to the patient area and a 
communication system permit 
nurse-to-patient or patient-to- 
nurse conversation and minimizes 
the necessary efforts to provide 
needed care. 

The traffic flow pattern under 
the double corridor arrangement is 
most satisfactory. Personnel can 
move about without congestion. 
Guests of patients make their visits 
without crossing the routes in- 
volved in personnel and supply 
movement. Patient areas are quiet 
because the traffic load is absorbed 
by two corridors. The vinyl floor 
and aluminum acoustical tile ceil- 
ing are sound-absorbent. 


Rooms are designed for the com- 
fort, convenience, and therapy of 
the patients. The “vocal call” sys- 
tem, enabling nurse-to-patient or 
patient-to-nurse conversation, is 
standard equipment with each bed. 
A patient may, if desired, listen 
through pillow speakers to a radio, 
controlled from an overhead switch 
panel by the patient. Each patient 
room has an oxygen outlet. Each 
room also has a signal light above 
the door, visible from the corridor 
area. Thermostats in each room 
permit individual regulation of 
room temperature in both winter 
and summer. 

Bedside telephones are available 


A DOUBLE corridor arrangement for patient floors creates an efficient flow of traffic; hospital visitors do 


not cross personnel or supply routes. Noise is minimized, since two corridors absorb the traffic load. 
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TYPICAL PATIENT (FIFTH) FLOOR PLAN 


to each patient. The color scheme 
for the rooms is one of five colors: 
cream, straw yellow, and three 
shades of green. The vinyl tile 
floors are sage green. The room 
furniture is of contemporary de- 
sign, of “silvermist grained” or 
“silver walnut” finish. Room fur- 
nishings consist of a lounge chair, 
dresser, desk, straight chair, hos- 
pital bed, overbed table, bedside 
table, and lamp. Fifty-four beds 
may be electrically raised or low- 
ered; an additional 50 beds may be 
manually raised or lowered. 


MEMORIAL CHAPEL 


An outstanding feature of the 
building is the Memorial Chapel, 
constructed of limestone and ex- 
tending upward for five floors. The 
chapel is located to the front of 
the building at the main entrance. 
Richmond Memorial Hospital is a 
memorial on the part of the peo- 
ple of Richmond and neighboring 


counties of Henrico and Chester- | 


field to their sons and daughters 
who died in World War II. On a 
chapel wall is a Swedish marble 
plaque, five stories high, bearing 
the names of 984 men and women 
who died in the war. The names 
are engraved deeply in the marble 


and a gold star is set by each 
name. In front of the marble plaque 


is the altar which has a glass-en-— 
closed cavity in its center where 


a “Book of Memory” rests. The 
names of the 984 men and women 
are inscribed in the book and a 
page is turned daily so that each 
name is exposed once a year. The 
pages are hand-lettered and illu- 
minated. Entrance to the chapel is 
from the main lobby; however, the 
chapel is visible from the waiting 
rooms on patient floors from the 


second through the fifth. The vis- 


ibility of the chapel, its plaque 
and its altar, is an effective re- 
minder that the entire structure 
serves as a memorial. 

The hospital building is at- 
tached to a mansion known as 
Laburnum, built in 1907. Seen 
from the-outside, the modern arch- 
itecture of the hospital building 
and the “neo-colonial” architec- 
ture of Laburnum blend nicely. 
The rooms of Laburnum contrast 
sharply with the rooms of the hos- 
pital because of the spacious effect 
created by higher ceilings, larger 
rooms and windows. This mansion 
has been remodeled and is used 
for lounge, dining room, library, 
assembly room, and quarters for 


the resident physicians and interns. 
EFFICIENCY CHIEF BENEFIT 


Benefits and satisfaction result- 
ing from the design features of 


. Richmond Memorial Hospital can 


be summarized as follows: 

1. A conservative estimate is a 
5 per cent decrease in the 
number of employees needed 
to provide patient care in 
conformity with governing 
policy. 

2. Traffic flow patterns that 
work without congestion in 
the movement of patients, 
doctors, visitors, employees 
and supplies. 

3. Location of service facilities 
to minimize or save steps in 
rendering patient care, there- 
by saving time and effort. 

4. Doctors’ comments favorably 
appraise layout and design 
features, including double and 
triple corridor arrangements, 
location of diagnostic facili- 
ties, patient room: accommo- 
dations, etc. Ce 

5. Patients’ remarks and com- 
ments indicate their approval 
and satisfaction with the fa- 
cilities—particularly the room 
accommodations. 


LABURNUM, the mansion attached to Rich- 
mond Memerial Hospital, has been re- 
modeled with lounges, dining room, library, 
assembly room and quarters for resident 
physicians and interns. 
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by ELMO ROPER 


REVOLUTION is taking place in 
our society. Fifty or 100 years 
ago, we as a people were con- 
cerned above all with work, with 
achievement, with getting things 
done; we also had—and still have 
—a very strong interest in facts, 
in techniques, in the tangible, 
measurable dimensions of ac- 
complishment. What was sometimes 
overlooked was the human cost of 
what was achieved, the more tangi- 
ble, emotional factors that were 
also inescapably part of any work, 
any achievement. 


IMPORTANT HUMAN FACTORS 


Gradually we have been discov- 
ering that the supposedly intangi- 
ble and once not much noticed 
human factors are both measurable 
and infinitely important in deter- 
mining the outcome of any human 
enterprise, whether it is the pro- 
duction per man hour of an as- 
sembly line or a patient getting 
well. We are finding that when 
human feelings and human rela- 
tions are ignored, by administra- 
tors in companies and institutions, 
or by companies and institutions 
as they act within the larger so- 
ciety, the results are detrimental 
to both the people whose feelings 


Elmo Roper is with Elmo Roper and 
Associates, a New York firm of marketing 
consultants. 

This article is adapted from a presenta- 
tion given at the American Hosnital Asso- 
ciation Convention, August 24, 1959. 
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The public admires the technical 
facilities and performance of hospi- 
tals, but is somewhat resentful over 
what it considers impersonal treat- 
ment by hospital personnel, the author 
states. He describes a survey taken in 
New York City to measure the public’s 
reactions to hospitals. He outlines spe- 
cific areas in which hospitals can de- 


velop positive public attitudes. 


are ignored and to those who do 
the ignoring. 

Our old materialistic bias is 
gradually being replaced by a 
broader concept of human activity 
and of human nature itself. But 
it has not entirely disappeared. The 
strong role such thinking still plays 
was shown sharply in a study 
Elmo Roper and Associates con- 
ducted in New York City last year 
for the United Hospital Fund. 


STUDY OF ATTITUDES 


The study undertook to measure 
people’s attitudes toward various 
aspects of hospitals and hospital 
care. The over-all public sentiment 
toward hospitals in New York City 
was found to be one of moderate 
approval. When asked to score hos- 
pitals as very good, good, fair or 
poor on a number of specific items, 
the strong tendency was to choose 
the good rating. Individuals seldom 
rated hospitals as very good on 
anything, and they were even less 
inclined to rate them as poor. But 


beneath this facade of rather tepid 
approval, there were some telling 
contrasts in the public’s evaluation 
of hospitals’ performance in differ- 
ent areas. 

Asked, for instance, how scien- 
tifically up-to-date New York hos- 
pitals are, the public responded 
with enthusiasm and confidence— 
perhaps overconfidence. The ques- 
tion was this: “Medical science has 
made a lot of progress in recent 
years and we are interested in 
whether people think the hospitals 
and their equipment in New York 
City have kept pace with this 
medical progress. Even if you 
don’t have any special information, 
would you estimate that they are 
right up to the minute on the latest 
medical advances, or that they are 
a little behind, or that they are 
badly behind?” 

In answer, 59 per cent expressed 
the belief that the hospitals and 
their equipment are right up to 
the minute on the latest medical 
advances. Another 22 per cent 
were of the opinion that they were 
only a little behind—a total of 81 
per cent. 

But when people were encour- 
aged to talk about their more per- 
sonal reactions to hospitals, a flood 
of criticism was released. First we 
asked about unpleasant or espe- 
cially bad situations that came to 
mind regarding hospitals or the 
manner in which things were han- 
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dled there. In response, 58 per 
cent could think of nothing, but 
among the 42 per cent who did 
criticize, there were two major 
types of complaints: (1) that hos- 
pital personnel were rude, inatten- 
tive, inconsiderate; and (2) that 
administrative arrangements were 
inadequate, with the common criti- 
cisms being that hospitals were 
understaffed, not clean, over- 
crowded and served poor food. 
At this point one of the newer 
research devices that delves be- 
neath the level of ordinary straight- 
forward conversation was used. 
The interviewer started a sentence 
and the respondent finished it with 
whatever came to mind on the spur 
of the moment. The sentence be- 
gan: “I know they are busy and 
have lots of people to take care 
of, but it seems to me that they 
could at least .. .”’ With this start 
a full half of the 58 per cent who 
a moment earlier had no criticisms 
to make now found words, and their 
language was often very sharp. 


WIDESPREAD RESENTMENT 


What they said left no doubt 


that there is widespread and in- 
tense resentment against neglect, 
_ rudeness, and impersonal treat- 
ment by hospital personnel. A bell 
unanswered in the night, a medical 
necessity thoughtlessly turned into 
a personal indignity, omitted ex- 
planations, a sterile efficiency that 
offends human sensibilities—such 
experiences have made indelible 
impressions. They live on to color 
the public reaction to hospitals, 
even when not consciously remem- 
bered. 

What these people are saying, in 
effect, is that the suffering that 
inevitably accompanies a stay in 
a hospital is frequently intensified 
by the: thoughtlessness or callous- 
ness of hospital personnel. If true, 
this is a distressing situation. And 
to the extent that this lack of con- 
sideration does exist, it may be 
that one of the major causes—aside 
from the inevitable busyness of an 
overworked staff—lies in an old 
prejudice. That is the assumption 
still held by too many people that 
emotional factors are of small im- 
portance, and that treating the 
body is all that is required for 
the patient’s recovery. 

There is no way of knowing how 
prevalent this prejudice is; it is 


probable that the demands of many 
patients would not be satisfied by 
the most tender care and consider- 
ation. But if so many people focus 
so strongly on this aspect of in- 
hospital experience, it is rather 
strong evidence that something is 
wrong. The problem of neglect in 
a time of helplessness merits very 
serious attention by those respon- 
sible for hospital administration. 
Of course, efforts are increasing- 
ly being made in more and more 
hospitals to take patients’ feelings 
fully into account. Many hospitals 
are establishing more flexible re- 
gimes, and introducing more hu- 
mane procedures, such as that of 
allowing husbands to remain with 
their wives during labor. Doctors 
themselves are increasingly recog- 
nizing the importance of psycho- 
logical and emotional factors in 
most kinds of illness, 
growth of the fields of psychology 
and psychiatry have given much 
useful insight into the emotional 
problems of normal as well as dis- 
turbed people. 
PUBLIC VALUES 


But our study showed that the 
public’s own values serve to 
strengthen the very conditions 
they object to in hospitals. For 
example, respondents were pre- 
sented with a list of 10 hospital 
projects and asked which of them, 
if they had a million dollars to 
give away, they would earmark 


for how many thousands. The list | 


encompassed a range of physical 
and nonphysical factors relating to 
the improvement and good func- 
tioning of hospitals. Several items 
were related to the human side of 
hospital care, such as “help to get 
more nurses so that each patient 
will get more personal attention” 
and “set up training courses to 
teach those who work in hospitals 
to be more understanding and con- 
siderate toward patients.” But re- 
spondents would not spend their 
money on these items. 

The item selected above all others 
for donation was “help to pro- 
vide new up to the minute scien- 
tific equipment in hospital labora- 
tories and operating rooms.” This 
is the one item on which the public 
already considered the hospitals, a 
bit unrealistically, to be doing very 
well. 

Such answers made it evident 


and the 


that hospitals are not operating in 
a vacuum. If they have sometimes 
subordinated the human to the 
medical aspects of hospital care, 


they are, at least in part, reflecting 


the high status accorded by most 
patients to purely scientific values 
and to their glorification of the 
machine as the embodiment of 
medical glamor. 


HOSPITAL-PUBLIC RELATIONS 


The second major area where 
human relations are of the essence 
is in the relations of hospitals with 
the general public. As previously 
stated, the over-all public senti- 
ment toward hospitals was one of 


_ moderate approval. But a good deal 


of ignorance and apathy about the 
functioning and needs of hospitals: 
also existed. This has serious im- 
plications for the fund-raising as- 
pect of hospital public relations. 
For example, most people didn’t 
know what a voluntary nonprofit 
hospital was; in general, they 
lumped all hospitals together. They 
didn’t know how much they paid 
for Blue Cross coverage. In fact, 
most people had only vague and 


inaccurate information about hos- 


pitals generally. 


LACK OF FINANCIAL SUPPORT 


This would perhaps not matter, 
except that along with this lack 
of knowledge about hospitals there 
was also a lack of awareness of 
their importance and a consequent 
lack of enthusiasm about support- 
ing them financially. People were 


asked which two, among a list of 


philanthropies, it would be most 
important to help. The list in- 
cluded such disease philanthropies 
as United Cerebral Palsy and the 
American Heart Association, as 
well as the United Hospital Fund, 
‘a local hospital”, and such or- 
ganizations as the Salvation Army. 
In response, the disease philan- 
thropies were called most impor- 
tant by ratios of two, three, and 
even six to one over the Hospital 
Fund, and the local hospital did 
only a third as well as the fund 
did. 

Clearly, the highly publicized 
disease philanthropies have dis- 
placed the hospital in the public’s 
mind as the focal point of the fight 
against disease. When we asked re- 
spondents to explain their choices, 
it was apparent that the disease 
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philanthropies called up in people’s 
minds dramatic associations—con- 
quering disease, saving lives, fight- 
ing the killer, making scientific 
breakthroughs and even meeting 
emergencies—slogans whose drama 
and color hospitals were far from 
evoking. 

The hospital seems to be per- 
ceived today as a place where 
people with ordinary and undra- 
matic illnesses go while awaiting 
recovery or death. The brilliant 
and dramatic truth regarding re- 
search, the development of new 
techniques, and scientific break- 
throughs that occur in hospitals 
are an obvious and endless source 
of drama. Most of this drama has 
not reached the ears and certainly 


not the awareness of the average 


citizen. 
NO PERSONAL RESPONSIBILITY 


In addition, most people are 
oblivious to the fact that many 
hospitals run a chronic financial 
loss in their day-to-day battle 
against disease. Even more signifi- 


cant, at the end of the inter-_ 


view the financial need of the vol- 


untary hospitals was explained | 


and people were asked to select 
from a list of possible solutions 
the ones they would favor. In their 


choice of solutions, most people 


expressed no feeling of personal 
responsibility toward hospitals. 

From a list of six private and 
four governmental solutions, the 
choice went strongly to those pro- 
posing government action. Nor was 
this feeling that needed funds 
should come from government 
sources concentrated in any social 
or economic class; rich and poor, 
young and old, college or grade 
school educated, all preferred pub- 
lic to private solutions of the hos- 
pital’s financial difficulties. 

Clearly thé. whole context in 
which hospitals are viewed has 
shifted from earlier days. Hospi- 
tals today are seen less as a com- 
munity institution commanding the 
loyalty and support of the citizenry 
—at least among New York City 
residents—than as a public service 
whose income supplement should 
be found in tax funds. 

This, then, is the way the public 
sees its hospitals. Seen from the 
very personal vantage point of a 
patient, people have great admira- 
tion for the hospital’s technical 
facilities and performance but feel 
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that the human side of hospital 
care is frequently given short shrift. 
As an institution, most people think 
well of hospitals but they also 
tend to take them for granted and, 
for the most part, feel little per- 
sonal interest or involvement with 
them. While people express gener- 
ally positive feelings toward the 
idea of giving to hospitals, they 
seem to feel no strong obligation 
in this direction, and no urgency 
about the hospitals’ need. Most 
people are not aware that hospital 
charges do not cover operating ex- 
penses and consequently do not 
tend to think of hospitals as logical 
objects of charity. 


PROBLEM SOLUTIONS 


What can hospitals do about 
their problems in public relations? 
In two ways, hospitals are in a 
fortunate position in approaching 
these problems. First, the biggest 
problem seems to lie in lack of 
public information, rather than in 
actual misinformation. The latter 
is considerably harder to correct. 
To change an inaccurate but vivid 
stereotype of a corporation or in- 
stitution can be extremely diliffi- 
cult, for strongly held ideas and 
images, false or true, have remark- 
able powers of endurance in peo- 
ple’s minds. It is far easier to 
spread accurate information among 
people who have no strong pre- 
conceived ideas and who are gen- 
erally receptive toward the subject. 

The second advantage lies in the 
fact that people’s impressions of 
hospitals are generally formed 
through personal experience as a 
patient or a visitor. And this ex- 
perience is constantly being re- 
newed. Although we did not collect 
data that would provide definitive 
figures, a reasonable estimate is 
that around a third of the people 
in New York City visit a voluntary 
hospital one or more times a year. 
Thus the public image of hospitals 
is for the most part made up of 
fact, not fantasy; of firsthand im- 
pressions rather than secondhand 
reputation. 

This is a marvelous opportunity 
for education. The great corpora- 
tions would pay millions of dollars 
for a comparable opportunity for 
face-to-face contact with the pub- 
lic. Without in any way discounting 
the importance of other channels 
of communication, the importance 


of these face-to-face contacts can 
hardly be overestimated. A corpo- 
ration can change its policies and 
practices, but it may take years 
for this knowledge to drift into the 
public consciousness. Any change 
in the way hospitals are run is 
immediately perceptible to a large 
and vitally interested public, the 
patients, who often have nothing 
else to do with their time than to 
observe and react to’ the hospital 
environment. Word about their ex- 
periences and their observations— 
good or bad—gets around very 
quickly indeed. 

In order to use the available 
channels of information to best 
advantage, the best public relations 
people available must be found. 
The story, indeed the drama, of 
hospitals must be told. If it is to 
be understood, accepted, and re- 
sponded to by the public, it must 
be told in the best possible way. 


ADJUST FUND-RAISING EFFORTS 


Some of the present public at- 
titudes should be accepted and 
fund-raising expectations should 
be adjusted to them. Apparently 
the public feels that government 
should play an increasing role in 
hospital financing, just as it is 
doing in other types of social serv- 
ices. Surely this acceptance of the 
idea that the society as a whole, 
through government at various 
levels, should accept responsibility 
for the welfare of its citizens is 
one of the profound changes in 
social thinking in our time. Fund- 
raising efforts, to be realistic and 
successful, should take this change 
into account. 

The most important part of an 
effective public relations endeavor 
is a genuine regard for the public’s 
interests. Unless there is a real 
effort to create a warmer emotional] 
climate in hospitals, with greater 
consideration and understanding 
accompanying the more technical 
aspects of treatment, efforts to win 
the public through information and 
persuasion will fail. If such a 
change is brought about, a whole 
hidden iceburg of resentment will 
melt away, and the public will 
become considerably more recep- 
tive to what hospitals have to say 
about themselves. Not only that, 
but the experience of illness and 
recovery will become more en- 
durable for everyone involved. 8 
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Your responsibilities are our business. People who run hospitals 
have to be secure in the knowledge that their equipment 
and service are absolutely the best. Many hospitals, like 
-Presbyterian-St. Luke’s in Chicago, insure dependability by 


relying on Liquid Carbonic. 
A General Dynamics liquid oxygen central supply system offers: 


e dependable, on-site supply to meet all emergencies 

e lower product costs through bulk purchasing 

e reduced labor and handling costs 

safety assured in every patient’s room—cylinders eliminated 
¢ elimination of product loss (you use every foot you buy) | 


Your hospital can also enjoy these benefits. 
Call Liquid Carbonic’s hospital piping engineers — 
they will furnish you with specifications for 
a central supply system tailored to your needs. 


GENERAL DYNAMICS CORPORATION 


Liquid Carbonic Division 
Dept. H, 135 S. LaSalle Street 
Chicago 3, Illinois 


LC in Canada: 


© 

Ar Liquid Carbonic Canadian Corporation, Ltd., 
ON Montreal 9, Quebec 


CORPORATION DIVISION 
Manufacturer of all medical gases 


Liquid Carbonic’s Liquidox receiver, 
Presbyterian-St. Luke’s Hospital. 
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The hospital school of nursing 


QO- WEEK this fall I had two 
very pleasant duties to per- 
form. The first was to preside at 


ceremonies at which the second. 


half of our class of 1959 was grad- 
uated from the Johns Hopkins 
Hospital School of Nursing. The 
second was to greet 107 new stu- 
dents. The class of 1962 is the 
largest entering class since World 
War I. 

These are always happy occa- 
sions for an administrator. During 
the years I spent at Johns Hopkins 
as a student, physician, and ad- 
ministrative officer, I have always 
had very close relationships with 
the faculty and students of our 
school. This experience has led 
to many lasting and rewarding 
personal friendships and has im- 
pressed upon me the great value 
of nursing to the total care of 
hospital patients. In many ways, 
the character of a hospital in its 
service to the sick is determined 
by its nursing and this, in turn, 
has its origin in the philosophy 
and attitudes of the school of 
nursing in the hospital. 

The school of nursing at Johns 
Hopkins is a hospital school and 
since its founding, 70 years ago, 
has been a leader in nursing 
throughout the world. It is but 
one of the many fine hospital 
schools of nursing which today 
provide about 85 per cent of our 
bedside nurses. 

In recent years, nursing has 
paid great attention to the need 
for better education and better 
educational standards for nursing. 
With the expanding content of 
nursing, there has developed the 
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need for higher education in nurs- 
ing. This need has led to the 
development of collegiate schools 


of nursing, which now produce > 


about 15 per cent of our nurse 
graduates. Many of the graduates 
of both hospital and collegiate 
schools of nursing go on for post- 
graduate education in order to 
meet the increasing demands of 
medical and nursing advances. 
The development of the col- 
legiate school of nursing and the 
effort to improve the quality of 
nurse education have led some 
hospitals to believe that there may 
no longer be the need for the hos- 
pital school of nursing and that 
nursing education leaders are put- 
ting too much emphasis on the 
development of the _ collegiate 
school at the expense of the hospi- 
tal diploma school. Careful ex- 
amination of the facts shows that 
this is not the case, that our nurs- 
ing needs for the future will be 
met only by the _ continuation 
of strong and improved hospital 
schools. The American Hospital 
Association and the National 


League for Nursing are committed 


to the continuation and improve- 
ment of the hospital school. 
Most recently, hospitals have 
been concerned about the accredi- 
tation service of the National 
League for Nursing. The rising 
costs of the service, the vagueness 
of the standards, and the inter- 
relationships of the department 
of nursing service and the school 
of nursing have led hospitals to 
believe that the accreditation serv- 
ice would meet nursing needs 
better if hospitals were to have 


Russell A. Nelson, M.D., president 
¥ American Hospital Association 


a greater voice in the program. 
Hospitals have a responsibility 
to give strong support to accredi- 
tation standards for nursing edu- 
cation and to assure (1) that these 
standards and accreditation pro- 
grams are properly determined 
and directed, and (2) that our 
nursing educators are given the 
principal voice in the establish- 
ment of standards of nursing edu- 
cation. However, many feel that 
to assure strong hospital support 
for the accreditation service, 
greater hospital participation in 
the service must be achieved. 

In addition to higher standards, 
nurses and hospitals should pro- 
mote plans designed to increase 
substantially the number of nurses 
graduated. This will require im- 
proved recruitment, improved se- 
lection of students, and greater 
counseling and guidance of the 
student in order to reduce the 
appalling loss of students before 
graduation. 

With our support of nursing | 
education, it is essential that the 
role of the hospital in nurse edu- 
cation be clearly understood and 
promoted and there should be 
the clear recognition of the desira- 
bility of the continuation of the 
good hospital diploma school as 
the basic large source of bedside 
nurses for the care of our pa- 
tients. 

The hospital school may need 
some improvement, but it does not 
need further justification. Hospi- 
tals have a real responsibility to 
continue them, to improve them 
and to give them adequate sup- 


port. 
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think first of © 


the first hydrocortisone for 
direct intravenous injection 


| Upjohn J THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 
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In many types of stress conditions, when corticoid requirements 
are multiplied as much as ten times or more, Solu-Cortef (i.v. 
hydrocortisone) rapidly combats shock by “triggering” vasopres- 
sors to maintain circulatory efficiency. In shock resulting from 
injury, surgery, or overwhelming systemic infection, think first 
of Solu-Cortef. 

In anaphylactic shock, Solu-Cortef, through its prolonged 
action, helps prevent recurrence when given promptly after the 
administration of a vasopressor or an antihistaminic drug. 


In time-saving Mix-0-Vial* For time-saving administration, Solu-Cortef 
is supplied in the Mix-O-Vial, containing 100 or 250 mg. hydrocortisone 
with suitable diluent in a separate compartment. 


Dosage: Inject intravenously in 30 to 60 seconds; repeat injections of 
half a Mix-O-Vial may be given after 1, 3, 6, and 10 hours. 
*Trademark, Reg. U.S. Pat. Off. 


WHEN THE PATIENT STRESS... 
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~ 


Wherever 
salicylate therapy 
rranted 


brings fast relief and avoids upset stomach 


@ reduces patients’ complaints 
@ saves time for nurses and aides : 
@ improves hospital efficiency and economy 


Bristol-Myers Company, 630 Fifth Avenue, New York 20, N. Y. 
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X-RAY REPORTS TELEPHONE 


by MARSHALL S. WILLIAMS, M.D., and JOHN D. ROLLINS 


UR RURAL hospital, a 33-bed 

unit located on the south shore 
of Lake Superior, enjoys the serv- 
ices of a part-time radiologist who 
serves four hospitals. These four 
hospitals are scattered throughout 
a 125-mile area, which means that 
the radiologist can visit three of 
the hospitals only once a week 
while handling diagnostic and 
therapy patients in his home hos- 
pital three days a week. 

The four hospitals range in size 
from 33 to 125 beds and handle a 
combined total of 10,000 x-ray ex- 
aminations yearly. The hospitals 
and the radiologist are faced with 
providing prompt interpretation of 
x-rays for physicians and their pa- 
tients in hospitals scattered over a 
wide area. 


NEW SYSTEM INSTALLED 


In April of 1958, a dictating and 
telephone recording system was 
initiated whereby x-ray films could 
be sent to the radiologist through- 
out the week and his reports re- 
turned to the hospital via tele- 
phone. This was accomplished by 
having each hospital purchase dic- 
tating equipment designed to allow 
for both dictation and transcription 
by telephone. The radiologist is 
able to read films at his home or 
office, dictate his reports and then 
telephone the individual hospitals. 
The hospitals, in turn, transfer the 
reports to their equipment through 


the telephone circuit and the re- 


ports are then typed up for the at- 
tending physician’s review and 
guidance. 


Marshall S. Williams, M.D., is attending 
radiologist, and John D. Rollins is former 
administrator, Ontonagon Memorial Hos- 
pital, Ontonagon, Mich. Since the writin 
of this article, Mr. Ro has acce 
appointment as administrator of two 100- 
bed hospitals in north India. 
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Such a system has provided the 
following advantages: 

1. X-ray films can be mailed to 
the radiologist daily for interpre- 
tation. 

2. X-ray reports can be delivered 
daily to the attending physician, 
rather than waiting for the weekly 
visit of the radiologist. 

3. Unusual films requiring more 
study can be taken by the radiol- 
ogist to his home or office where 
reference books are available. 

4. The radiologist can spread his 
work load throughout the week 
rather than being “deluged” with 


_ films during his weekly visit to 


each hospital. 

5. The x-ray technician who 
types up the reports can also 
spread her typing work load 
throughout the week. 

Although this system is presently 
used for x-ray reports only, the 
hospital pathologist can also utilize 
this equipment whenever needed 
for tissue reports, special blood 
studies, etc. 


| COST OF SYSTEM 
The initial expense for instal- 
lation of this system in each hos- 


pital was $435, the cost of the dic- — 


tating and telephone transcribing 


machine. The monthly expense de- 
pends upon the number of tele- 
phone calls involved and the long 
distance telephone rates. In -our 
case, this expense averages $1 per 
call, plus a $2 monthly rental charge 
by the local telephone company for 
a recorder connection which pro- 
vides a “beep” tone every 15 
seconds in accordance with federal 
communication regulations. 

Since this telephone system was 
inaugurated a year ago, everyone 
has been very pleased with it. We 


> feel that the direct expense of this 


service (4 cents per x-ray examina- 
tion in our hospital) has been repaid 
many times over by the distinct 
advantages this system has over 
our old method of receiving x-ray 
reports only once a week. Such a 
system means that any hospital, 
regardless of size or location, can 
enjoy the services of a radiologist 
and can have up-to-date x-ray 
findings reported to the attending 
physician while his patient is still 
in the hospital. Distances also do 
not need to handicap the rural 
hospital and physicians from re- 
ceiving competent x-ray consul- 
tation, since the radiologist can 
now be as close to them as the 
telephone. 


PRECISE TERMINOLOGY: 
key to disease classification 


by SARAH HARDWICKE KNUTTI, M.D. 


N THE June 1959 issue of the 
Journal of the American As- 
sociation of Medical Record Li- 


Sarah pe Knutti, M.D., associ- 
ate clinical irector, Miners Memorial 
Hospital Washington, D.C. 


brarians appears an article which 
should be of interest to physicians, 
statisticians and other persons who 
study hospital medical records or 
the statistics derived from them. 
This article, a report of a collab- 
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First from American 


for the 


nursery... 


through one service expert! 


American representatives understand the needs of the 
nursery. They offer valuable experience and expert coun- 
sel in every hospital area ...and the widest, most com- 
plete selection of products and services in the field. You 
can rely on American’s reputation for quality and for 
prompt, dependable delivery. Your man from American 


is dedicated to your hospital’s best interests . 
him with confidence. 


The First Name 
an Hospital Supplies 


Regional Offices: Atlanta « Chicago ¢ Columbus « Boston 


2020 RIDGE AVE.., EVANSTON, ILLINOIS 


ideas, 
new products 


Arnold E. Gilroy 
of Long Island, New York. ——— 
American Representative 
in our New York Region. 
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orative study entitled “Efficiency 
in Hospital Indexing of the Coding 
Systems of the International Sta- 
tistical Classification and Standard 
Nomenclature of Diseases and Op- 
erations”, has a “dry-as-dust” title 
which belies the importance of 
some of its findings, conclusions 
and implications. 

The study was aimed at a seem- 
ingly simple problem—if one 
wants to index case histories by 
diagnoses and operations, and to 
use the index to find, study and 
count these, which coding system 
is best? 

A somewhat surprising finding 
was that in a goodly number of 
the study hospitals, indexes were 
little used. This should not sug- 
gest abandonment, as the current 
national trend is toward more 
study of medical records. The rela- 
tively small usage found in some 
hospitals does suggest critical ap- 
praisal of the system to be used 
in light of the needs of the hospital 
concerned. 

The results appear to show that 
for most hospitals the newer In- 
ternational Statistical Classifica- 
tion coding system is as efficient 
for indexing purposes as the older 
Standard Nomenclature of Dis- 
eases and Operations coding sys- 
tem and has some advantages. In 
general, for the hospitals studied 
it took less time, gave higher con- 
sistency and reliability, and pro- 
duced more useful records (al- 
though it also produced more that 
turned out to be irrelevant). 

More important, however, is the 
fact that the study showed that 
in good hospitals, by either of the 
coding systems studied, errors in 
construction and use of indexes 
are fairly common, and that close 
collaboration of doctors and medi- 
cal record librarians is essential 
not only on what goes into the 
index but what comes out. Errors 


at both ends can rather profoundly 


affect the completeness and ac- 
curacy of studies and statistics! 
Of primary importance in what 
goes in is precise and unambigu- 
ous terminology. In this field, re- 
gardless of the coding system used, 
the terminology (i.e., the precise 
names for diseases) of the Stand- 
ard Nomenclature of Diseases and 
Operations has no substitute (em- 
phasis the author’s). Only physi- 
cians are qualified to select the 
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precise S.N.D.O. term (i.e., to make 
the diagnosis). Usually, medical 
record librarians’ greater familiar- 
ity with coding systems allows 
them to assign the proper I.S.C. 
or S.N.D.O. code more accurately 
and with greater facility than the 
physician could. (That is, pro- 
vided they have been given the 
precise terminology referred to.) 
In using the index to find rec- 
ords, physician and record librar- 
ian again need to collaborate well. 
In the study reported there were 
erroneous rejections (i.e., failure 


to consider and count records as 
pertinent) which better collabora- 
tion (in review of the pertinent 
section of the index) with a phy- 
sician presumably would have pre- 
vented. 

As the report states, “If indexes 
are not consistent (and are not 


- consistently used) cases will be 


lost for study, and comparisons 
within the hospital and from hos- 
pital to hospital will be invalid. 
The diagnostic index is the key- 
stone to medical statistics from the 
hospital.” (Italics from the report). 


NOTES AND COMMENT 


Hazards of water enemas cited 


Although enemas have been used for over 2000 years, not much is 
known about the most desirable solutions nor the precise indications 
for their use, according to a recent article in The Lancet.* Plain water 
enemas are as effective as those to which soap has been added, and they 
are much less irritating to the colonic mucosa. 


A serious danger, however, is 
associated with the injudicious use 
of either type of enema, the 
article pointed out, because either 
fluid is hypotonic to the blood- 
plasma. Rapid absorption of fluid 
from the colon into the blood- 
stream results in acute lowering of 
the osmolarity (total electrolyte 
concentration) of the blood—a 
change that is reflected promptly 
throughout the body fluids, caus- 
ing symptoms of “water intoxi- 
cation.” 

The sequence of events in many 
of these cases of water intoxication 
is much the same. The patients 
are often infants or children with 
congenital megacolon or chronic 
constipation of functional origin. 
The enemas are given in order to 
cleanse the colon of feces, because 
of obstruction or distension, or to 
prepare the bowel for proctoscopic, 
sigmoidoscopic, or radiographic in- 
vestigation. Commonly the nurse 
(or mother) is dissatisfied with 
results of the first enema and 
follows this with a second and 
even a third. This repetition, ac- 
cording to the article, with the 


retention of large volumes of 


water, is particularly dangerous. 
Drowsiness, apathy, weakness, 
sometimes periods of excitement 
and delirium, and finally convul- 
sions and coma are the resulting 


*The hazard of water enemas (leading 
article). The Lancet 1:559-60 March 14, 1959. 


symptoms, mainly of cerebral ori- 
gin. Respiratory disorders, nausea 
and vomiting, and passage of large 
quantities of dilute urine have also 
been noted as symptoms. 
According to the article, a single 
water enema is safe provided the 
patient does not have chronic 
constipation or a condition inter- 
fering with water excretion. Opin- 
ions as to the best enema solution 
continue to be divided. In the 
meantime, those who order enemas 
should see that the patient is not 
already overloaded with fluid; 
that there is no reason, metabolic 
or other, why the patient should 
not excrete water freely; and 
finally that the amount of fluid 
given and returned is properly re- 
corded. 


At admission, give oral 
examinations, VA advises 


For early cancer diagnosis, in- 
clusion of an oral dental examina- 
tion in the physical evaluation 
given patients on hospital admis- 
sion is proving valuable, according 
to Veterans Administration. 

VA hospitals adopted the tech- 
nique about two and a half years 
ago, and have since reported some 
700 cases of malignancies of the 
mouth, tongue, and throat which 
might otherwise have developed 
unnoticed until too late for suc- 
cessful treatment. = 
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The battle against the spread of staphylococcus infections is on! Hos- 
pital authorities agree: complete asepsis remains the only effective 
answer. 
So important, in fact, is the need for asepsis that it has become a 
n 0 0 0 MN prime factor in the selection of equipment for the operating room, the 
: nursery, and.every department of the hospital. And with good reason: 
hard-to-clean surfaces, cracks and crevices found in ordinary equip- 
ment can defeat even the most carefully planned asepsis program. 
for Blickman equipment, however, is predicated on the need for easy 


and complete sterilization. All the advantages of stainless steel are 
utilized by Blickman to counter the spread of bacteria. Extremely fine 


sta hy! 0 0 C finishes, for example, prevent germ-collecting stains and corro- 


sion. Rounded corners...invisible seamless welds...completely 
crevice-free surfaces and joints—provide little room for staphylococcus 
to hide and escape disinfection. And in addition, Blickman’s rugged 


here! construction assures you decades of durability at no extra cost. For 
au complete details, write for catalog #6195: S. Blickman, Inc., 3811 
Gregory Ave., Weehawken, N. J. 
‘*Sold through Blickman Authorized Hospital Equipment Dealers’? 


BLICKMAN HOSPITAL EQUIPMENT 


Look for this symbol! of quality... 
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FOR O.R. 


OR ANYWHERE AT ALL 


the BRaumanomelor 


-.-for every service 
in the busy hospital 


Because the Baumanometer alone 
carries a perpetual guarantee for per- 
fect accuracy . .. because it offers 
you the widest selection of models 
(each designed for your specialized 
needs) . . . because it is durably con- 
structed for a<lifetime of constant use 
. .. the Baumanometer is the sensible, 
logical choice for economical stand- 
ardization throughout the hospital. 

Your nearby Baumanometer dealer 
will be glad to show you the many 
fine points of craftsmanship that have 
established the Baumanometer as the 
world standard for bloodpressure. 


@veryone respects 
the pursuit of accuracy 
® 


W. A. BAUM CO. INC. 
Copiague, Long Island, New York 


S.A. 1621 
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book meviews 


Planning for 
rehabilitation 


REHABILITATION CENTER PLANNING; AN 
ARCHITECTURAL GuipE. F. Cuthbert 
Salmon and Christine F. Salmon. 
University Park, Pa., Pennsylvania 
State University, 1959. 164 pp 
$12.50. 

The introduction to this volume 
states that “the purpose of this 
writing is to present to the archi- 
tect the scope of the rehabilitation 
problem and some possible solu- 
tions, and to point out to those in 
other professions, the kind of con- 
tribution that the architect can 
make to the planning of such a 
center.” The publication empha- 
sizes comprehensive, multiple dis- 
ability centers, but makes no ref- 
erence to a rehabilitation facility 
integrated into a general commun- 
ity hospital. 

The book is a presentation of the 
component parts of a rehabilita- 
tion facility. Each section begins 
with a discussion of the staff-pa- 
tient ratios found in existing fa- 
cilities, followed by a detailed 
presentation of selected activities 
planned for each area with sug- 
gested space arrangements. The 
material is helpful in determining 
which treatment areas should be 
in juxtaposition to each other, but 
lacks assistance in determining the 
over-all space required for various 
treatment activities relative to 


projected patient load. 


This material is clearly written, 
easy to read, and concise. It is a 
rich resource of details that will 
be most useful to an architect and 
building sponsor at the time de- 
tailed layouts and working draw- 
ings are developed. Nothing of 
equal quality has been available 
heretofore. 

The authors demonstrate a fine 
appreciation of the value of a sur- 
vey of the needs in the community 
and show recognition of the inter- 
relatedness of rehabilitation fa- 
cilities. Included are statistical 
tables reporting data from Reha-— 
bilitation centers toddy—a report 
of the operation of 77 centers in the 


also: 
A ‘first’ for nursing homes 


handbook 


Terminology 


United States and Canada, pub- 
lished by the U.S. Government 
Printing Office, Washington, D.C., 
1958. These statistical tables indi- 
cate that the centers included in 
the study were more vocationally 
than medically oriented. They were 
also most frequently outpatient 
facilities. 

One specific recommendation de- 
serves comment. The discussion of 
inpatient bed areas recommends 
that rooms of four beds, two beds, 
and single beds be provided, and 
that single rooms should have semi- 
private baths. It has been general- 
ly conceded for some time that a 
semiprivate bath is not desirable, 
since it provides no privacy to 
either patient. 

The authors have achieved the 
purpose for which the book was 
written and its use is recommended 
to architects, administrators, board 
members, and others responsible 
for the detailed planning of re- 
habilitation facilities. The value of 
the publication to hospital admin- 
istrators is somewhat limited by 
the omission of plans of rehabilita- 
tion facilities integrated into gen- 
eral hospitals, the location of 
choice. 

It is hoped that a supplemental 
publication of equal excellence will 
be forthcoming, dealing with those 
phases of planning which precede 
architectural drawings.—DONALD 
W. CorDEs, administrator, Iowa 
Methodist Hospital, Des Moines. 


A ‘first? for nursing homes © 


NurRSING HOME MANAGE . Ralph 

C. Williams and others. ‘New York, 

F. W. Dodge Corp., 1959. 230 pp. 

$8.50. 

This book is unique in that it is 
the first to be published in the field 
of nursing home administration. 
Its content is comprehensive, cov- 
ering establishment, organization, 
business management, medical and 
nursing care, recreational and 
group programs, food service, 


HOSPITALS, J.A.H.A. 


4 
j 
4 
2 
> 
% 
we 
‘ 
% 
A 
4 Fj 
; 
; 
3 Pt. 
4 & 
é 
¥ 
; 
4 
: 
; 
4 
H 
4 
| 
| 
«-. use the | 


housekeeping and laundry service, 
building and grounds, and safety 
programs. 

The discussion and. evaluation 
of organizational charts, admission 
and medical forms, statistical, sim- 
plified accounting forms, guides 
for personnel policies, duties and 


responsibilities of personnel is very © 


concise and could be used as a 
guide in setting up procedures, 
work schedules, policy manuals, 
etc. The scope would be deter- 
mined by the size of the nursing 
home. 

The nutritional chart with sug- 
gested menus for regular and ther- 
apeutic diets should be most help- 
ful, and the excellent illustrations 
of self care aids show simple de- 
vices that could be made in any 
nursing home. Also applicable to 
any size facility is the safety pro- 
gram, illustrated with photographs 
and check lists. 

This book should prove to be 
invaluable to all nursing home ad- 
ministrators and should be required 
’ reading for anyone preparing to 
open a nursing home. 

Licensing agencies and person- 
nel, nursing school instructors and 
students should find this a worth- 
while publication which will help 
them to understand the needs and 
requirements of the aged and dis- 
abled individual, as well as the 
many facets that must be consid- 
ered in nursing home management. 
—FLORENCE L. BALTZ, R.N., presi- 
dent, American Nursing Home As- 
sociation. 


Terminology handbook 


Medical record librarians will be 
interested to know that the Blakis- 
ton Division of McGraw-Hill Book 
Company has recently published a 
71-page Handbook on Standard 
Nomenclature of Diseases and 
Operations. The authors are Ed- 
ward T. Thompson, M.D., and Ad- 
aline C. Hayden, C.R.L. editor and 
associate editor, respectively, of 
Standard Nomenclature. The pur- 
pose of the handbook is to help the 
physician, intern, resident and 
medical student use authoritative 
and current terminology. 

Of special help to the physician 
is the section on errors of termi- 
nology with its lists of terms to be 
avoided and unacceptable epo- 
nyms. The handbook is available 
from the publisher at $1.50 a copy. 
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THE 


BEDSIDE 


CART REG. U.S. PAT. OFF. 


BUILT-IN FEATURES 


Patient-operated at bedside 
Space-saver safety stand 
Swivel-top for best viewing 
Dual pillow speakers 

Metal parts chrome plated 
Retractable power cord reel 
Volume limiter—sound control 
Sanitary—all metal construction 


HOSPIX 


WIRELESS REMOTE 
CONTROL TV 


“Fixed-location TV”. . . pa- 
tient completely operates set 
from anywhere in room... 
no wires . . . no batteries. 
Hospix master antenna sys- 
tem permits closed-circuit in- 
hospital telecasting of reli- 
gious programs, medical and 
nursing instruction, Hi-Fi 
music, bulletins, etc. 


| NO cosT 


OSPI 


TELEVISION 


WAY 


Now ... new... and only 
from Zenith and Hospix—the 
very best in hospital TV. TV 
specially designed and engi- 
neered to meet hospitals ex- 
acting needs—available only 
from Hospix. The Hospix pack- 
age includes TV equipment, 
free’ trained attendant, per- 
sonalized in-hospital merchan- 
dising aids and continuous 
maintenance. Installations are 
completely operated and serv- 
iced by the nationwide ete: 
organization. 


NON-INVESTMENT 


INCOME-SHARING 


“THE HOSPITAL 
RENTAL 


SERVICE 
with the 


ATTENDANT 


WRITE TODAY FOR FULL DETAILS » HOSPIX TV, 9205 AGNES, DETROIT 14, MICH. 


TOFFICES 
«WASHINGTON. 


Rush facts on non-investment installation: 


MOBILE TV [] REMOTE CONTROL TV [J 
H-11-1 

ADDRESS 

CITY 

ATT’N: OF 
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Clearer, brighter 


The compactly designed motion picture system 
that makes the sharpest, clearest 16 mm. film 
record from the fluoroscope screen. And 

the complete Crneray camera system 
is only $3500.00... significantly lower 


in cost than contemporary intensifier 


and camera equipment. 


The plus in the Crneray system 
is the faithfully reproduced 
motion picture images of the 
peaks of the x-ray pulse setting 
you are using. The system 


synchronizes the camera shutter 
to the roentgen-ray pulses at 
the speed you select; 15, 20, 

30 or 60 frames per second. 


Crneray is simply operated... 
a self-contained unit designed 

and engineered for reliability, 

flexibility and portability. 


Anterior Superior Inferior 


CrnEray uses X-ray 
<>. power supply and you 

can photograph your pa- 
tient from virtually any 
perspective ; anterior, 
superior or inferior. 
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motion pictures 
$3500 with 


Study bodily action on a large screen... normal 


or slow motion. 


The Crneray system is mobile 


Electrocardiograph or oscillograph traces can be: - - rolls easily from office to 


super-imposed and synchronized to action. 


Edit for selective observation. 


Send duplicate prints to consultants... used 


to illustrate convention papers. 


Splice into loops for continued examination of 


functional disorders or action cycles. 
Positive or negative prints. 
Record minute changes; 15, 20, 30 or 


60 frames per second. 


Develop in X-ray tanks IMMEDIATELY. 


Professional representatives will be happy 
to demonstrate the new Cineray system. 
Distributed by: 


ALOE SCIENTIFIC SCIENTIFIC PRODUCTS 
a Division of Brunswick- a Division of American 
Balke-Collender Hospital Supply 
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office in clinic or héspital. 


CINERAY gives you a motion 
picture record of function and 
physiological action reducing 
or eliminating the need for 


additional patient exposure 


and subsequent radiation. 


CLIP THIS COUPON AND MAIL TODAY 


PROFESSIONAL DIVISION 
AMERICAN TELETRONICS 
1754 South Clementine St., Anaheim, California. 


I would like more information on the new Cineray system. 


NAME 


ZONE... STATE 
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27 pounds lost 

in 19 days; 

ascites and pedal > 
edema reduced 
with 


i 


(hydrochlorothiazide CIBA) 


pre-eminently effective whenever diuresis is desired 
Indicated in: congestive heart failure = nephrosis and 
nephritis mtoxemia of pregnancy a premenstrual 
edema medema of pregnancy a steroid-induced 
edema a edema of obesity. 


RECORD OF TREATMENT (At a leading New York City hospital. Photos used with permission of the patient.) 


Date 3/3 3/4 3/5 3/6 3/7 3/8 3/9 3/10 3/11 3/12 3/18 3/14 3/15 3/16 3/17 $/18 $/19 $/20 3/21 3/22 $/23 
Weight (pounds) 178 176 170 169 167 159 158 158 157 153 155 155 156 154 153 154 153 — — 151 149 
Rx M°*. Esidrix 50 mg. b.i.d. | 


* Mercurial diuretic 


H. K., 44 years old, with history of heavy drink- 
ing. Previously hospitalized in 1954, with diag- 
nosis of Laennec’s cirrhosis. Admitted on 3/3/59, 
patient complained of swollen abdomen, swelling 
in both legs and exertional dyspnea. 

Findings: Abdomen enlarged in girth with defi- 
nite fluid wave; liver palpated 4 fingerbreadths 
below the costal margin; pedal edema (4+). Pa- 
tient not in acute distress. Blood pressure, 140/80 
mm. Hg; pulse, 112/min.; respiration, 20/min. 


Treatment: Mercurial diuretic on 3/3 and 3/4, 
followed by Esidrix, 50 mg. b.i.d., from 3/5 to 
3/23 when patient signed out of hospital. Esidrix 
induced copious diuresis resulting in almost com- 
plete disappearance of edema. 


After 19 Days on Esidrix: Supplied: Esidrix Tablets, 25 mg. (pink, scored) and 50 
Weight of 100 and 1000. : 


149 Ibs. mg. (yellow, scored); bottles 
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RUGS ON the wards—in nurs- 

ing unit drug cabinets—are at 
the most important step in their 
movement from the manufacturer, 
through commercial channels and 
the hospital pharmacy, and finally 
to the patient. During the manufac- 
turing and packaging processes 
drugs undergo the closest of con- 
trols—inspection, check and re- 
check. Labeling in the factory is 
a ritual as carefully safeguarded 
as any manufacturing process. 


PHARMACY CARE OF DRUGS 


Quality, freshness and potency 
are carefully safeguarded in the 
pharmacy also. One drug must be 
kept out of the light, another must 
not be exposed to high tempera- 
tures and another must be ex- 
changed for fresh stock after a 
certain date. None of this would 
be very serious, of course, if those 
drugs just stayed in the pharmacy 
—if they were never taken by the 
patient. 


NURSING UNIT DRUG CARE 


But what happens to these same 
drugs on the wards—in the nurs- 
~ Vernon O. Trygstad is director, Phar- 
macy Service, eterans Administration, 


Department of Medicine and Surgery, 
Washington 25, D.C. 
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Control of drugs 
on nursing units 


by VERNON O. TRYGSTAD 


Effective ward drug service begins, 
the author asserts, with good organiza- 
tion and a good working relationship 
between the pharmacist and the nurs- 
ing service. Inspections should be made 
regularly, he states, by the pharmacist 
and the nurse supervisor. 


ing station drug cabinets? Do they 
receive the same close scrutiny? 
Are they as carefully watched for 
deterioration? Are as many pre- 
cautions taken to avoid mislabel- 
ing? Maybe. A nurse could be 
trained to do all this, and could 
do it, too, if she had the time. But 
she is there primarily to take care 
of patients. Would it not be better 
for a pharmacist to do this? His 
training has made his concern for 
the proper handling, preservation 
and labeling of drugs almost a sixth 
sense. 

Some writers refer to the ward 
drug cabinet as an extension of the 


pharmacy, a small part of the 
pharmacy located on the nursing 
station. That’s a good thought and 
a sound one. But, let’s get this 
straight: the ward drug cabinet is 
in the nursing unit. It is under the 
jurisdiction of the nurse. So, unless 
it is established hospital policy, 
the pharmacist should not assume 
that, since drugs are involved, he 
has the inherent right or responsi- 
bility to go to the ward to inspect 
and remove drugs, or order changes. 


SERVICE OR CONTROL? 


These functions should be re- 
garded as rendering a service rather 
than assuming authority. Ideally, 
supervision of ward drug stock 
should be worked out and agreed 
upon jointly by the chief pharma- 
cist and the chief nurse, and ap- 
proved as hospital policy by the 
appropriate authority in the hos- 
pital. Once a policy is established 
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in Cataract Extraction” 
a 15 minute sound and color 
Name of person : 
to contact 


Title 
Hospital 
antes Laboratories, Ine. e P.O. Box 1959 © Fort Worth, Texas HOSPITALS, J.A.H.A. 


| 
for 
enzymatic 
zonulysis..- 
from the ophthalmic 
research 
laboratories 
of Aicon 


trypsin with BALANCED SALT SOLUTION, ALCON 


PENSING 


ZOLYSE (alpha-chymotrypsin with BALANCED SALT SOLUTION, ALCON) selec- 
tively lyses the zonules, facilitates delivery of the lens and minimizes such dangers 
as capsular rupture, loss of vitreous, traumatic iridocyclitis and detachment of 
the retina. | 

~The BALANCED SALT SOLUTION, ALCON, which is furnished as a diluent and 


for lavage purposes, ‘‘offers less cytotoxic effect to the intraocular tissues than’ 


does normal saline diluent?’' ‘It has been recently demonstrated that frequent 
irrigation with saline results in swelling of the corneal stroma from alteration of 
the mucopolysaccharides of the cornea.’”? 

ZOLYSE reduces operative and post-operative complications. 

ZOLYSE is safe with no known contraindications in patients over 20. 


Each ZOLYSE unit contains one vial of 750 units of lyophilized alpha-chymotrypsin 
and one 10cc vial of BALANCED SALT SOLUTION, ALCON, as the diluent and 


for irrigating the eye. 


FROM YOUR SER VICE WHOLESALE DRUGG/ST 
Product No. 020° Wholesale List Price $7.20 per unit * Packed 12 units per case 


‘Girard, Louis J., and Neely, Wanda: “The Evaluation of Zolyse in Cataract Extraction’, Research 
Report No. 11, ‘Alcon Laboratories, Inc., 1959. 


Boyd, Benjamin Fs Enzymatic Zonulysis, Highlights of Ophth., vol. Ill, no. 4, pg. 70, 1959. 
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and procedures are agreed upon, 
a periodic inspection will be an 
important part of the control sys- 
tem. It would be most advanta- 
geous to have the head nurse ac- 
company the pharmacist on his 
round of inspections so that she 
can obtain his suggestions for bet- 
ter day-to-day care of drugs, and 
his help to determine the continu- 
ing need for certain drugs or the 
most appropriate quantities to be 
stocked. In some hospitals, the 
pharmacist submits a brief report 
on conditions found and those need- 
ing correction. Such a report would 
be optional, depending on the needs 
and desires of the hospital. 


WARD DRUG SERVICE 


Important as ward drug inspec- 
tion may be, there are other basic 
aspects of ward drug service (let’s 
call it service rather than control). 
Establishing good ward drug serv- 
ice is just as essential as inspec- 
tion. How about the drug cabinets 
themselves and the arrangement 
of drug stock containers? Are the 
bottles neat, clean and uniform? 
Are the labels clean and legible? 
Is there room for containers so that 
they can be conveniently reached 


by the nurse without knocking over . 


other bottles? Are the containers 
the proper size for the quantities 
of drugs in them? If the pharmacist 
can answer “yes” to most of these 
questions, maybe he is ready for 
an inspection program. If not, he’d 
better do some preliminary work 
by replacing old, odd-sized con- 
tainers with freshly labeled ones 
and weeding out the old, deterio- 
rated or dead stock. Don’t take up 
valuable space with an old “has 
been” that “there might possibly 
be a use for some day”. That can 
always be had from the pharmacy 
in a few minutes if that rare occa- 
sion of need for it arises. 

Is the arrangement of stock in 
each nursing unit cabinet the same? 
A nurse may rotate from one ward 
to another. It would be helpful to 
her if she found exactly the same 
arrangement in each cabinet, if she 
knew exactly where to look for 
each drug no matter which ward 
she is assigned to.? 


HOW NOT TO REORDER 


When a nurse reorders drugs 
from the pharmacy, does she wait 
until the container is completely 
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empty? Not so good, specially on 
weekends, is it? Does she send the 
container to the pharmacy with 
the remaining stock in it? Not so 
good either. Does the pharmacist 
then put new stock on top of old? 
Those bottom tablets will get pret- 
ty stale eventually. If the pharma- 
cist adds to stock that is already 
in the bottle, it’s difficult to keep 
an account of how much was dis- 
pensed. Does the nurse transfer 
the remaining stock to another 
container temporarily—or maybe 


to a paper cup—until she gets her . 


filled container back? This has ob- 
vious disadvantages. 

How is the pharmacist to get 
those containers to the pharmacy, 
filled and back to the ward and 
still maintain the ward supply? 
Many pharmacists favor the “two- 
bottle system” which is a stock 
bottle of each drug, backed up by 
another identical container of the 
same drug. When one is empty, it 
is sent to the pharmacy and the 
reserve bottle is moved into first 
place. When the new supply is re- 
ceived from the pharmacy, it is 
put into the “reserve” position un- 
til the bottle in use is empty. This 
system is especially practical with 
drugs that are fast moving or used 
consistently. 


IMPORTANCE OF DRUG ORDERS 


The ward drug order itself is an 
important element in drug control. 
Its use, or misuse, can have a sig- 
nificant effect on efficiency both 
on the wards and in the pharmacy. 
Sometimes the pharmacist receives 
ward drug orders calling for “re- 
fill” or “one bottle” or with just 
the name of the drug but no quan- 
tity indicated. Most nurses who 
order that way probably do so 
from habit because they don’t know 
how much they want, don’t know 
how the drug is normally pack- 
aged, or maybe some just don’t 
want to bother to put in quantities. 
“Refill” is easier. The pharmacist 
can help them be more specific. It 
would be convenient for the nurse 
and helpful to the pharmacist to 
indicate on the label the quantity 
the bottle holds, such as 100 tab- 
lets, 30 capsules, etc. If the quan- 
tity usually dispensed does not en- 
tirely fill the bottle, it is helpful, 
too, to calibrate the container with 
a line indicating the level to which 
the standard quantity comes. This 


can —_ except, of course, 
when exact quantity must be 
dispensed. 

I most certainly would not ad- 
vocate any pharmacy attempting 
to account for every tablet or every 
dose of every drug received in and 
dispensed by the pharmacy. The 
work and expense of such account- 
ing, except for legally controlled 
drugs and possibly very expensive 
ones, would outweigh the value of 
the controls. But it is well to be 
able to trace back to find out what 
has been done with a given drug. 
The advantages are obvious, of the 
pharmacist being able to document 
how much was dispensed by as 
well as received in the pharmacy. 


FREQUENCY OF INSPECTION 

After ward drug cabinets are in 
good shape, arrangements stand- 
ardized, containers uniform, labels 
neat, ordering procedures estab- 
lished and understood and policy 
established—tthe hospital is ready . 
for a ward drug inspection. 

How often should it be done? I 
would recommend that it should 
be done at least monthly. A time 
of the day should be selected when | 
it won’t interfere with ward rou- 
tine. It might be best to schedule 
a few wards per day at a con- 
venient time until the rounds have 
been made. Arrange for the head 
nurse or nurse supervisor to go 
with you if possible. Always have 
the ward nurse along when inspect- 
ing her drug cabinets. If she is not 
available, wait or come back. 


THINGS TO CHECK 


What should the pharmacist look 
for? Are the bottles uniform, clean 
and neatly arranged? Do labels 
need replacing? This should have 
been checked when bottles were 
refilled in the pharmacy. If labels 
were soiled or loose, they should 
have been replaced then, but here 
is a chance for a double check. If 
any of them need attention, make 
arrangements for them to be sent 
to the pharmacy. If the “two-bottle 
system” is used, is the reserve 
bottle filled? Are there drugs in 
stock which are no longer being 
used? Are quantities stocked too 
large? After all, the pharmacy is 
open daily, and probably makes 
three to five deliveries to the wards 
per week. No use having a month’s 
supply here—that’s what the phar- 
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PRODUCTS FOR 


BETTER PATIENT 
CARE 


@® Intravenous and 


Blood Equipment 
Sterile Catheters 


e Feeding and Drainage 
Tubes 


@ Pediatric and other 
Special Clinical Items 


© Sterilization and 
Packaging Services 


Shuler . THE NAME THAT 


MEANS QUALITY CLINICAL PRODUCTS 


Used in hospitals throughout the world, Sterilon Products are 
the result of years of research, pioneering and development. 
The quality and integrity of these unique products are assured 
by Sterilon’s strict production techniques. Each piece of equip- 
ment Sterilon ships is guaranteed leakproof, odorless and non- 


toxic. Sterile and pyrogen-free where so specified. 


Insist on Sterilon safer patient care and greater 
efficiency in your hospital. 


Steriion Products are so/d only through Accredited Medica/ Suppliers 


CORPORATION 


500 NORTHLAND AVE., BUFFALO 11, WN. Y. 
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Quality is our 
Cornerstone 


“FIRSTS” HAVE SET NEW 
STANDARDS OF CLINICAL SERVICE 


e@ ORIGINATORS OF THE BEDSIDE DRAINAGE TUBE. Sterilon’s 
100R and 100L were the forerunners of all plastic tubes. Sterile and disposable, 
these tubes are available with 3/16” or 9/32” lumen. 


@ THE NEEDLETAINER. Sterilon’s unique concept for sterilizing and stor- 
ing syringe needles. Keeps needles sterile until cap is removed and protects them 
from damage. Can be re-used indefinitely. 


e@ THE FIRST AND ONLY PRACTICAL PEDIATRIC URINE 
COLLECTOR. Sterilon’s PUC-10 provides an easy, accurate method of col- 
lecting body fluids from either male or female infants. Can be sealed, holding 
exact volume for laboratory examination. Bag is clear polyethylene, non-toxic, 
non-irritating and leakproof. 


e@ THE FIRST NYLON MONOFILTER for blood sets was developed and 
produced by Sterilon. Widely copied but unequalled, the Sterilon Nylon Mono- 
filter is standard in all Sterilon blood administration sets. — 


All Sterilon Products are Guaranteed Leakproof, Non-Toxic 
and Ready to Use; Sterile and Pyrogen-free where so specified. 


Write for Catalog No. 12 


CORPORATION 


500 NORTHLAND AVE., BUFFALO 11, N. Y. 
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macy is for. How about the age and 
quality of drugs you are inspect- 
ing? Are there signs of deteriora- 
tion? Have some drugs been there 
so long that their potency is ques- 
- tionable, even though there are no 
visible signs? 

Special consideration should be 
given to the ophthalmic prepara- 
tions and other special drugs which 
should be dated at the time of their 
preparation and checked periodi- 
cally for dating, freshness, potency 
and signs of deterioration. If an 
ophthalmic solution has been in 
stock for a long time, naturally it 
should be disposed of and replaced. 
Biologicals need to be kept below 
a certain temperature. Is the re- 
frigerator in good working order? 
Check the dates on all dated drugs. 
Are any expired or about to ex- 
pire? They should be removed now, 
rather than setting them aside and 
telling the nurse not to use them. 


NARCOTICS CONTROLS 


There are other categories of 
drugs that may need special atten- 
tion. Narcotics and ward narcotic 
records should be checked periodi- 
cally, at least monthly, in addition 
to the routine narcotic count by 
nurses at each change of shift. 
Some hospitals designate the chief 
pharmacist to inspect ward nar- 
cotic records. Others designate one 
or more physicians or other pro- 
fessional personnel. Regardless of 
the individual designated to carry 
out this responsibility, it should be 
done regularly and thoroughly. The 
federal narcotic laws do not spe- 
cifically spell out the controls or 
inspection required on hospital 
wards. They do, however, place 
responsibility on the hospital man- 
agement, and on the hospital pro- 
fessional personnel using them, to 
safeguard and account for narcotic 
stocks. 

To give hospitals a guide for 
acceptable narcotic controls, the 
American Society of Hospital Phar- 
macists in cooperation with the 
Bureau of Narcotics developed a 
set of suggested regulations and 
procedures for controlling narcotics 
in hospitals. The final draft was 
approved by the Bureau of Nar- 
cotics.1 The procedures as spelled 
out are not mandatory if satisfac- 
tory alternate procedures are used. 
But hospitals using “the suggested 
procedures” can be sure of com- 
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plying with the intent of the law 
and can expect to meet with the 
approval of federal narcotic offi- 
cials. 


OTHER PROBLEM DRUGS 


Barbiturates and amphetamines 
usually are subject to special con- 
trols in the hospital, but seldom to 
the degree that narcotics are. 
Narcotics, of course, must be ac- 
curately accounted for and care- 
fully safeguarded because the law 
requires it. Barbiturates are con- 
trolled because they are inherently 


dangerous and often abused. Am- 
phetamines often are tempting for 
pilferage. A few hospitals may 
require an exact accounting for 
this type of drug. More often, how- 
ever, this degree of control is not 
considered necessary nor is, the 
expense, time and work involved, 
justified. But an “inbetween” type 
of control is feasible—not too cum- 
bersome, and reasonably effective. 
A “usage rate record” of the drugs 
to be controlled is maintained in 
the pharmacy. This can be done 
most effectively and most graphi- 
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Simple yet functional fracture frames by Gilbert Hyde 
Chick! Fit any bed, in any position, high or low. Exclusive 
vise lock grips positively at any angle of traction, from 
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traction angle set 
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cally in chart form, showing the 
amount of each barbiturate dis- 
pensed to each ward each month. 
Thus, a pattern is established, and 
any unusual fluctuations in usage 
can be noted by the pharmacist and 
brought to the attention of the 
medical director or other authority 
in the hospital. Also, the record 
or reports made from it should be 
available for review by the ward 
physician or the medical director 
for information as to drug usage on 


each ward, as well as for compari- 


son between wards or services. 
This discourages misuse. 


INVESTIGATIONAL DRUGS 


Perhaps the drugs needing the 
most diplomatic handling, and yet 
the drugs on which close controls 
are most desirable, are the investi- 
gational drugs—those which have 
not been released by the Food and 
Drug Administration for sale in 
interstate commerce. The use of 
investigational drugs is limited 
legally to the physician certified 
as qualified to use them, or they 
must be used under his immediate 
direction and supervision. Before 
obtaining an investigational drug, 
the clinical investigator is required, 
under the Food, Drug and Cosmetic 
Act, to certify to the supplier that 
he is qualified to investigate the 
drug. He is responsible. 

Some hospitals require that the 
use of an investigational drug in 
the hospital, in addition to the 
certification required by the Food 
and Drug Administration, must be 
reported to or approved by the 
Pharmacy and Therapeutics Com- 
mittee. Policies and procedures 
used in some teaching hospitals are 
described by Dr. Don Francke in 
the Bulletin of the American So- 
ciety of Hospital Pharmacists.® 


Whose drugs are investigational 
drugs? There is no doubt about 
this. They belong to the physician 
who has been specifically author- 
ized to use them. He has certified 
his qualifications to use them and 
the manufacturer has furnished 
them on that basis. 

But there are distinct advan- 
tages to recording, controlling and 
dispensing investigational drugs 
through the pharmacy. Investiga- 
tional drugs dispensed by the phar- 
macy still belong to the clinical 


investigator. The pharmacy extends 
its services to the clinical investi- 
gator, it does not usurp his author- 
ity. The Veterans Administration 
requires of all its hospitals and 
clinics that investigational drugs 
be stored and recorded in the phar- 
macy, and dispensed by the phar- 
macy for use on the prescription 
of the physician specifically au- 
thorized to use and prescribe the 
drug.* 

The advantages under this sys- 
tem are clear. An accurate record 
is kept of any investigational drugs 
used in the hospital. Each drug is 
dispensed properly labeled, with 
the patient’s name, adequate di- 
rections for use and any necessary 
warnings. Patients are better pro- 
tected from possible confusion of 
investigational drugs with other 
drugs. Besides, the physician does 
not need to bring in supplies, keep 
them replenished and keep account 
of these potentially dangerous 
drugs. 


SPECIAL PHARMACY SERVICES 


Samples, clinical trial supplies of 
drugs available on the market but 
furnished to doctors for evaluation 
frequently require tactful handling. 
Whose drugs are these? If they 
have been specifically furnished to 
a physician for his evaluation, the 
pharmacy does not want to claim 
them. But, again, the pharmacy 
does offer its services, for better 
drug control and safer patient care. 
Personal samples for a physician’s 
individual use are not being con- 
sidered here. It is not uncommon, 
however, for a pharmaceutical 
company to supply a physician 
with a large quantity of one of its 
products for trial use on groups 
of patients or for extensive clinical 
evaluation. Certainly, such a drug 
belongs to the physician. Certainly, 


‘unless there is a hospital policy to 


the contrary, he can carry it to the 
wards and instruct the nurses to 
dispense it on his orders. But is it 
desirable? 

It is a much more orderly pro- 
cedure, better for the nurses too, 
for clinical trial drugs in quantities 
to be stored in the pharmacy. Phy- 
sician’s samples, or clinical trial 
supplies of drugs placed in ward 
stock through other channels than 
the pharmacy can be confusing and 
annoying to the nurses. Dispensed 
by the pharmacy, drugs can be sup- 


needs. 


plied in standard, uniform and 
properly labeled containers. The 
nurse has only one source from 
which she reorders—the pharmacy. 
The possibility of delays and con- 
fusion can readily be seen if the 
nurse attempts to reorder a clinical 
trial drug which did not come from 
the pharmacy and may never have 
been stocked there. Then, unless 
the physician has remembered to 
keep up the supply, she must re- 
mind him to bring in some more 
from his “stock”—if he has any 
more. If the pharmacist has cus- 
tody of it, when stocks become low, 
he can reorder it either through 
the previous arrangement with the 
company, or he can buy it if the 
need continues and the trial sup- 
ply is no longer available. 

A program of sound ward drug 
supervision and control, begin- 
ning with improved pharmaceutical 
services to wards, including peri- 
odic inspections and correction of 
deficiencies, has obvious safety ad- 
vantages. There are other benefits 
—additional “side effects”—to be 
gained. With improvement of serv- 
ices, closer or better relationship 
with the nursing staff is estab- 
lished. There is a climate and an 
opportunity for better understand- 
ing of the problems of each service. 
The pharmacist learns more of the 
needs of the nursing service and 
the nurses learn more of the phar- 
macy’s ability to satisfy these 


SUMMARY 


Effective ward drug control be- 
gins with good organization, and 
an understood policy between the 
nursing service and the pharmacy. 
Ward drug stocks should be well 
organized and conveniently ar- 
ranged in well kept containers. 
Inspection should be made regu- 
larly by the pharmacist, accom- 
panied by the nurse. Some drugs, 
such as narcotics, barbiturates and 
investigational drugs may require 
special controls or more detailed 


‘records. For better ward drug con- 


trol, all drugs should be sapami 


from the pharmacy. 
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NEW McKESSON 
CABINET MODEL 


@ Supplied with any combination of 
gases now in use. 


@ Equipped with bi-phase flow meters. 


@ Flow-rate controls mounted on front 
for utmost operating convenience. 


@ Twin Canister Absorber with 1800- 
gram baralyme capacity. 


@ Bag-Pressure Gauge shows pressure 
of gases in circuit at all times. 


@ Direct Oxygen Button for immediate 
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—— ®@ Direct Nitrous-Oxide Button for quick steel construction. 
refilling of nitrous bag. @ Finished in green enamel, trimmed 
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HAEMO-SOL 


the original 
“NO SCRUB” cleaner 


For chemically clean su instruments 

and glassware, just SOA . RINSE! 

« CLEANS FAST, completely. No 
scrubbing, no hand 

¢ RINSES EASILY ... leaves no 
residue. 

SAFE. 
— glass . 


ECONOMICAL . only oz. 
to 1 oz. per gallon of water, and 
it’s reusable. 


NEW FOR PRESSURE 
WASHERS 


HAEMO-SOL “N.S.” non-sudsing 

compound is scientifically formu- 

lated for pressure washers. 

¢ Extremely fast acting. Cleans 
efficiently even in machines with 
quick wash cycles. 

No ped suds or foam with 

any type of soil. 

Rinses completely. No residue. 

Economical . . . 100% effective 

in concentrations of 1 oz. per 5 

gals. of water. 


Haemo-Sol is packed in hospital 
blue and white, all-metal 5-lb. con- 
tainers. Cost? 12 cans only $5.40 
each, 6 cans—$6.08 each, 1-5 cans 
—$6.75 each. 


rust metal or 
. harmless to plas- 


Write for liter- 
ature and FREE 
Samples. Be sure 
to specify regu- 
lar HAEMO-SOL 
or HAEMO-SOL 
“N.S.” 


Over 65 years of continuous 
service to the hospitals of Americe 


221 Varick St. 


Branches in Los Angeles & Sunnyvale, Calif., 
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equipment and suffily review 


Rubber corner protector (21D-1) 

Manufacturer's description: This corner 
protector, which is V-shaped, is 
four in. long, extends two in. each 
way from the corner and is avail- 
able in colors. 


_ sive furnished with each protector. 


Capac Manufacturing Corp., Dept. 
H17, P. O. Box 186, Capac, Mich. 


Bus pans (21D-2) 

Manufacturer's description: These dirty 
dish bus pans are made of molded 
fiber glass and polyester resins. 
They are quiet and can’t splinter 
or break, have no odor and won’t 
scratch table tops. They are harder 
than steel on a strength-weight 
basis, and -can’t bend, dent or 
warp. Their smooth, nonporous 


New product descriptions in- 
cluded in this section are con- 
densed from reports furnished 
by manufacturers and distribu- 
tors. Descriptions are included 
here for informational pur- 
poses and such inclusion does 
not constitute endorsement by 
the American Hospital Asso- 
ciation. 


surface and rounded corners make 
them easy to clean. They are 21% 
in. long, 15 in. wide and 5 in. deep. 


The trays weigh 4 lbs., 3 ozs. and 
come in two standard colors, dark 
green and gray. Molded Fiber 
Glass Tray Co., Dept. H19, Lines- 


ville, Pa. 


Sewage and sump pump (21D-3) 
Manvfacturer's description: This nonclog 


* New York 14 


Chicago 11, Illinois. 


P If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 840 North Lake Shore Drive, 
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sewage and sump pump operates 
completely submerged. No super- 
structures are required for outdoor 
installations and minimum head 
room is required for indoor instal- 
lations. The stainless steel] bail per- 
mits easy installation and removal. 
It passes solids up to two and one- 


half inches in diameter. The pump 
casing is made of close-grained 
cast iron and the shaft of stainless 
steel. A separate suction plate, 
with tripod, is furnished to support 
the entire unit. The motor is totally 
enclosed and oil filled to prevent 


water entering the unit. Chicago — 


Pump Co., Dept. H19, 622 Diver- 
sy Pkwy., Chicago. 


Gamma ray sterilization (21D-4) 
Manufacturer's description: This tech- 
nique, using high penetration radi- 
ation, assures complete steriliza- 
tion. It is a dry process, carried 
out at room temperature and is 
applicable to thermolabile mate- 
rials. Sterilization is carried out 
in durable, hermetically sealed 


2 


containers and indefinite sterile 
storage is possible. Periodic re- 
sterilization of unused material is 
no longer necessary. In the unit 
shown schematically, the three 
conveyors illustrated are the high 
speed tray conveyor, the package 
conveyor for sterilizing larger 
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items, and a mattress conveyor 
for the treatment of these or other 
bulky articles. Curtiss-Wright 
Corp., Dept. H19, Princeton Div., 
Princeton, N.J. 


Bedside cabinet lamp (21D-5) 

Manufacturer's description: The lamp is 
mounted on the bedside cabinet 
and rolls on a track which is at- 
tached to the back of the cabinet. 
A rubber bumper is placed on the 
lower stem of the lamp so there 
will be no marring of the wall. The 
parabola shade inside the outer 


shade can be adjusted, so that a 
direct light is available for exam- 
ination or treatment of the patient. 


BRANCHES: 


24 North Wabash Ave. 
Chicago 2, Ililinois 
Financial 6-4504 


2015 J Street 
Sacramento 14, Calif. 
Hickory 6-5759 


St. Louis 3, Missouri 
Jefferson 5-6022 


430 West Monroe Street 
Jacksonville 2, Floride 
Eigin 3-3226 
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THEY WERE REVIEWED... 


And then put away for lack of funds? 


A public appeal for funds can turn plans into reality. 
Usually at less cost than the interest charges alone the 
first year on borrowed sums in the same amount .. . Always 
with no principal sum to repay. . . 

And it costs nothing to obtain a detailed study of how 
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An indirect light may be obtained 
by simply inverting the outer 
shade. The lamp has an electrical 
outlet located on the control unit. 
Hill-Rom Co., Inc., Dept. H19, 
Batesville, Ind. 


Mop head (21D-6) 

Manufacturer's description: A mop of 
nylon secured yarn in a webbed, 
controlled-pattern design. The 
control band stitched to the yarn 
holds it firmly in mopping pat- 
tern, and prevents tangling, ravel- 
ing or wrapping around the mop 
handle or furniture. It also pre- 


vents lint deposits on floor or in 
drains. South Eastern Cordage Co., 
Dept. H19, 815 Superior Ave., 
Cleveland 14. 


NOW AVAILABLE! CONVENIENT, SANITARY 


SOAP 


for less than the cost of salvaging scraps! 


“M-2” IS PURE ... especially formulated for professional use! 


Made of pure liquid castile soap and 


measured for one adult enema, 


““M-2” Enema Soap dissolves in water instantly. For babies, use 

half and save the rest; it won’t spill. Hospital-approved 

protective package helps combat staphylococcus infection. 

Don’t waste nurses’ valuable time salvaging soap scraps. Use 
economical “M-2” .. . it doesn’t cost — it saves! SEND FOR SAMPLES 


PRopucts company 


7OO South Fiower Street «+ 


Burbank, California 


HOSPITAL 
STREET CITY STATE 
NAME TITLE 


AVAILABLE FROM YOUR LOCAL JOBBER 


Disposable pitcher (21D-7) 

Manvfacturer's description: This paper 
pitcher consists of a 32-o0z. handled 
cup fitted with a lid and a die-cut 
tab.-The tab may be opened for 
pouring, then closed, completely 
sealing the contents of the jug 
against air-borne bacteria. The 
tab opening or spout has been de- 
signed so that it is dripless and can 


pour as little as a drop at a time. 
It is light, noiseless and eliminates 
the breakage problem. It occupies 
only a fraction of the space taken 
up by glass, metal or plastic pitch- 


ers. Dixie Cup Div. of American 


Can Co. Dept. H19, 24th & Dixie 


_Ave., Easton, Pa. 


Washer, dryer burnisher (21D-8) 
Manufacturer's description: Machine 


washes, sterilizes, dries and bur- 
nishes in one continuous operation. 
It has a capacity of 400 pieces of 
silver flatware and 800 pieces of 
stainless steel flatware. It has an 
internal spray-head rinse which 
assures suds-free rinsing, and a 


constant flow of fresh hot water. 
The machine has 12x18 in. bar- 
rel of stainless steel and bronze 
and is constructed so that it does 
not reach the floor, thus allowing 
easy cleaning. The safety cover, 
when opened, automatically stops 
the machine. Paul F. Kraeft, Inc., 
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Dept. H17,.60 Commercial..Ave., 


Plastic furniture (21D-9) 

Manufacturer's description: An all-plastic 
furniture group with decorator- 
designer contemporary styling in 
many color combinations. All ex- 
posed surfaces are faced with mica 
laminates, applied through a high- 
pressure technique to hardwood 
case construction with fine-finish- 
ing details such as dovetailed 
joints, fully-finished drawer inte- 
riors and mica-edged drawer panels 
with tarnishproof brass hardware 
throughout. Stylings cover the full 


range of dressers, chests, com- 
modes, beds, desks, bookcases, etc., 
and are completely correlated to 
offer unrestricted and expandable 
modular use. Bilt-Rite Furniture 
Corp., Dept. H17, 511 Whittier St., 
Bronx, N.Y. 


Twin beaker ultrasonic cleaner 
(21D-10) | 
Manufacturer's description: The ultra- 
sonic cleaning unit includes twin 
beakers whose contents are agi- 
tated ultrasonically to permit si- 


multaneous wash and rinse and > 


use of different washing solutions. 


The stainless steel tank can be used 
without the beakers. The cleaning 
units have hundreds of applica- 
tions to the cleaning of delicate 
products and parts. The Narda UI- 
trasonics Corp., Dept. H19, 625 
Main St., Westbury, L.I., N.Y. 


Roll-out seating units (21D-11) 

Manufacturer's description: Space-saving 
seating for hospital programs re- 
quiring both lecture and demon- 
stration-practice facilities in the 
same space is now available. The 
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to clear the floor area in less time 
than it takes to fold and stack ten 
folding chairs. When closed, the 
detachable tablet arms store in the 
footspace of the seats. These roll- 
out units may be permanently at- 
tached to a wall, or they can be 
ae OS, oe moved from place to place on the 
Sa hydraulic dolly that comes with 

H19, North Berwick, Maine. 


detachable tablet arm tilts for easy 
access to the seats and provides a Pan racks (21D-12) 

broad, firm writing surface. A Manufacturer's description: The three 
whole section of the unit will close continuous pockets on each side .of 
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© OXYGEN“@MERAPY and 
ARTIFICIAL RESPIRATION EQUIPMENT 


@ ENDOTRACHEAL TUBES and ACCESSORIES 


Masks Spygmomanometers 
Absorbers Control Valves: 
Breathing Bags Inhalers 
Airways Manometers 
Laryngoscopes Stethoscopes 
Bronchoscopes Reducing Valves 
Skin Thermometers 
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this rack hold all types of pans 
and expose all sides of the pans to 
a high pressure spray for washing 
and sanitizing. Wide angle sup- 
ports also act as handles for easy 
entrance to and exit from a com- 
bination pan-rack washer. Swivel 
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type oversize casters aid in easy 


propulsion of the rack into the 
machine. The Alvey-Ferguson Co., 
Dept. H19, 5954 Disney St., Cin- 
cinnati 9. 


Electric drain cleaners (21D-13) 
Manufacturer's description: The ma- 


chine should be used on a preven- 
tive maintenance basis, two or 
three times a week. Both machines, 
a two-inch drain cleaner and a 
four-inch sewer cleaner, can be 
operated by unskilled help. Knife- 
sharp blades, whirling at high 
speed inside the lines, remove 


grease and all foreign material 


that could otherwise cause shut- 
downs. Spartan Tool Div. of H. D. 
Conkey and Co., Dept. H19, 1918 
W. Columbia Ave., Chicago 26. 


Small resuscitator (21D-14) 
Manvfacturer's description: Small resus- 


citator developed especially to help 


READ HOW 
TELKEE 


ANSWERS» 
QUESTION 
FOR YOU © 


Free illustrated booklet shows you how ‘FELKEE saves 7 time 
and money, gives you new convenience. 


Stops time wasted locating lost or borrowed save 
Eliminates expensive lock replacement and repairs 
Organizes all your keys in one convenient system 


What’s more, TELKEE guarantees maximum security and privacy 
—keeps keys in authorized hands, always. 


TELKEE’s in control, wherever keys are used—in offices, fac- 
tories, stores; in schools, hospitals, housing; in industry, institu- 
tions, transportation, and government. 


FREE: send today 


| 
The MOORE KEY CONTROL System 


P. O. MOORE, INC., Glen Riddie 55 Pa. 
Please send free TELKEE Booklet 


save lives of newborn babies who 
have obstruction of air passages. 
The three-in. resuscitator can 


gently force life-giving oxygen 


through an opening no larger than 


a pinhole, yet automatically ad- 
justs to lung capacity. It is two 
in. in diameter and weighs only 
7% oz. After the air way is 
cleared, the instrument can be 
switched to inhalation operation. 
National Cylinder Gas Div., 
Chemetron Corp., Dept. H17, 840 
North Michigan Ave., Chicago 11. 


Automatic lock casters (21D-15) 
Manufacturer's description: These auto- 
matic lock casters lock securely 


under the weight of the occupant | 


of a bed, chair or couch. When the 
occupant gets up, the caster un- 
locks itself and is ready to roll 
with complete freedom. The caster 
makes use of a vertical spring and 
floating axle. When weight is ap- 


plied from above, the special hous- 


ing descends to make contact with 
the top surface of the wheel and 
act as an emergency brake. When 
the weight is removed, spring ten- 
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sion is released. There are no lev- 
ers, catches or trigger mechanisms 
to mar its appearance, or create 


a safety hazard. George J. Segal, 


Dept. H16, 400 South 15th Street, 


Philadelphia 46. 


litenatute 


SEE COUPON, PAGE 82 


Cleaning procedures (21DL-1)— 
Wall chart demonstrating approved 
techniques for wet cleaning, dry 
pickup and operating room pro- 
cedures. Also supplies diagrams 
plus directions helpful in proper 
training of housekeeping staff. The 
Kent Company, Inc., Dept. HL21, 
Rome, N.Y. 


Drug reference (21DL-2)—Cata- 
logue listing and pricing pharma- 
ceutical and drug. products by 
brand or generic name. Also in- 
cluded are manufacturer index, in- 
ventory management and glossary 
of words and convenient charts. 
McKesson & Robbins, Inc., Dept. 
HL21, 155 East 44 Street, New 
York 17. 


Ovens (21DL-3)—Catalogue de- 
scribing, illustrating, and pricing 
laboratory ovens, hot air steri- 
lizers, baking ovens and others. 
Despatch Oven Co., Dept HL21, 
619 S.E. 8th St., Minneapolis 14. 


Credit loss control (21DL-4)—Book- 
let provides a creditors collection 
guide for consumer credit grantors 
describing methods and techniques 
to be developed to suit individual 
needs. American Collectors Asso- 
ciation, Inc., Dept. HL21, 5011 
Ewing Ave. So., Minneapolis 10. 


Nutrition (21DL-5)—A 450-page 
book of information on nutrition 
for physicians, nutritionists, dieti- 
tians, and nurses. Write for “Heinz 


Handbook of Nutrition,” H. J. 
Heinz Co., Dept. HL21, 1062 Prog- 
ress St., Pittsburgh 19. 


Coffee urns (21DL-6)—Bulletin de- 
scribing twin coffee urns that fea- 
ture precise temperatures and 
pressure control. Square and low, 
the urns occupy minimum space. 
S. Blickman, Inc., Dept HL21, 8400 
Gregory Ave., Weehawken, N.J. 


Mobile wall sections (21DL-7)—Cat- 
alogue describing and illustrating 
mobile wall systems for use as in- 
terior walls, partitions or free- 
standing display applications use- 
ful in hospital gift shops. Ask for 
Wallmaster Catalog No. WM-9. 
Refector Hardware Corp., Dept. 
HL21, 1400 North 25th Avenue, 
Melrose Park, Ill. 


Glassware (21DL-8)—Catalogue 
describing, illustrating and pricing 
225 glassware items essential to 
the hospital and laboratory. Mer- 
cer Glass Works, Dept. HL21, 725 
Broadway, New York 3. 


NOVEMBER |, 1959, VOL. 33 


HM-801 

FULL BODY 

IMMERSION TANK 
PB-110 

“Figure 8" design per- PARAFFIN BATH 


mits all ports of the 
body to be reached 
from either side with- 
out entering tank. Twin 
Electric Turbine Ejec- 
tors provide double 
action hydromassage. 
Overhead hoist facili- 
tates handling of non- 
ambulatory patients. 


A DISTINGUISHED NAME IN HYDROC- 
AND PHYSICAL THERAPY EQUIPMENT | 


MA-105 
MOISTAIRE HEAT 
THERAPY UNIT 


Delivers temperature- 
controlied moist heat 
safely and effectively. 
Complete with stain- 
less steel treatment 
hood, table, latex 
foam table pad, nylon 
moistureproof curtains 
ond 4-quart filling can. 


(for hand, wrist, 

elbow or foot) 
Stainless steel, ther- 
mostatically controlled 
electric heating unit, 
dial thermometer. Re- 
movable stand. 


$B-100 
HUDGINS MOBILE 
SITZ BATH 


For postoperative rec- 
tal or postpartum care 
of the perineal area. 
Sturdy stainless steel 
and aluminum con- 
struction. Optional 
maintenance electric 


Reach Rood, Williamsport, Pa. 


ELECTRIC CORPORATION 


heater. 


“WE'VE ALWAYS COOKED 
GAS... 


“Gas has always provided the speed we need for all 
cooking operations. The temperature is easily con- 
trolled, and the over-all economy of operation and low 
maintenance cost have more than backed up our choice 


of gas equipment.” 
Chef Harvey Shelton 


NOW WE COOL wiTH GAS 


Too ...USING CARRIER 
ABSORPTION REFRIGERATION” 


When planning air-conditioning for West Suburban 
Hospital in Oak Park, Illinois, intensive studies 
7 proved gas best for cooling as well as heating and 
cooking. By adding a Carrier absorption unit, the 
hospital was able to take advantage of summertime 
idle boiler capacity. 
A gas-fired Carrier Automatic Absorption Refrig- 
eration unit uses low pressure steam or hot water 
to produce refrigeration for air conditioning and 
processing. And it does this directly without the use 
of a prime mover. Thus it puts heating facilities on 
a full time, year ‘round paying basis. It converts 
seasonally idle or excess boiler capacity into dollars. | _  . 
This is only part of the story of the efficiency and — 
| economy of specifying gas-fired Carrier Automatic 
Air Conditioning equipment. Specific performance, Gas-fired Carrier Automatic Absorption Refrigeration 
7 engineering data and cost details are yours for the cuts operating expense | 
asking. Just call your local gas company, or lowers installation cost : 
write to Carrier Corporation, Syracuse, New York. provides quiet, vibrationiess operation : me 


answers space and weight probiems 
American Gas Association automatically adjusts to varying loads = 


68 HOSPITALS, J.A.H.A. 


; 
ty, 
j 
: 
33 
3 
x 
Ba 
4 
q 
* 
* 


8 WAYS 


TO BREAK 
SUNDAY SUPPER 
MONOTONY 


UNDAY NIGHT supper time in 

many hospitals finds a skeleton 
force in the kitchen and a menu 
that often offers a limited choice or 
the same foods each week. Grilled 
cheese sandwiches, scrambled eggs 
and bacon, and cold cuts and po- 
tato salad are popular menu items 
with many patients, but too fre- 
quent repetition soon erases their 
appeal. Personnel, too, voice com- 
plaints when monotony creeps 
into cafeteria and dining room 
menus. 

These eight hot and cold entree 
suggestions for freshening Sunday 
night menus have been selected 
with Sunday labor limitations in 
mind. 

The first suggestion, oyster stew, 
is a hearty supper entree for win- 
ter menus. With the addition of 
hard roll or French bread, a large 
salad and a generous dessert, oys- 
ter stew becomes the basis of a 
highly satisfying meal. Here is the 
recipe for 50 servings. 


OYSTER STEW 
(50, eight-ounce portions) 

gal. standard oysters 

2 gal. milk 
1 Ib. butter or margarine 
2 oz. salt 
1 tsp. black pepper : 

1. Drain oysters, saving liquor. 
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Remove any pieces of shell. 

2. Heat oysters in their own liq- 
uor until edges curl. 

3. Heat milk almost to the boil- 
ing point. 

4. Add butter, seasonings, and 
oysters. 

5. Serve immediately, using an 
8-ounce ladle (1 c.) to measure 
portions. 

Smiles of anticipated pleasure 
will greet this Sunday supper salad 
platter featuring tomato aspic and 
olive-ham salad. The colorful to- 
mato aspic is a simple, yet refresh- 
ing preparation seasoned with in- 
stant minced onion. The olive-ham 
salad is more hearty and offers the 
pleasing flavor combination of 
diced ham, ripe olives and celery. 
Sesame seed rolls make a perfect 
bread accompaniment. Here is the 
recipe for 24 servings. 


SUPPER SALAD PLATTER 
(24 servings) 


Aspic 

2 qts. tomato juice 

1 tsp. whole cloves 

14 tsp. whole allspice 

1 bay 

1 tbsp. instant minced onion 

14 plain gelatin 

2 thsp. fresh lemon juice 

cold water 

1. Combine tomato juice, spices, 


instant minced onion and bay leaf, 
and simmer approximately 10 min- 
utes. 

2. Meanwhile soften gelatin in 
lemon juice and cold water. 

3. Strain hot tomato juice over 
gelatin and stir until dissolved. 

4. Pour into 24 small molds and 
chill until firm. 

5. Unmold and serve on lettuce 
leaf. 
NOTE: If labor does not permit, aspic 
may be chilled in standard sheet 
pan and cut into 24 squares at 
service time. 
Olive-Ham Salad (3 qts.) 
1% ec. ripe olives 
2% gqts. boiled or baked ham, diced 

or smoked butt, diced 

1% gqts. celery, sliced or diced 
1% e. mayonnaise 

ec. fresh lemon juice 
Salt to taste 
24 lettuce cups 
Mayonnaise for topping as desired 
24 whole ripe olives 

1. Cut olives into wedges. Com- 


The following groups contributed the 
recipes and/or photographs used in this 
article: Bureau of Canscnaneial Fisheries, 
Fish and Wildlife Service, U.S. De rtment 
of the Interior, ey oF Park, Md. (oyster 
stew, Neptune salad and baked cod fillets 
with bread stuffing); California Foods 
Research Institute, San Francisco (sup 4 
salad platter, triple salad treat and turke 
sandwich plate), and the National Live 
Stock and Meat Board, cago (veal or 
lamb supreme, and corned beef sandwich 
special). 


— 
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OYSTER STEW 
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bine with ham and celery. 

2. Blend 1% c. mayonnaise with 
lemon juice. Mix lightly with ham 
mixture. Add salt to taste, depend- 
ing on saltiness of ham. 

3. Serve salad (% c. portions) 
in crisp lettuce cups, topping each 
serving with mayonnaise, if de- 
sired, and a whole ripe olive. 

* * 

Neptune Salad, as the name sug- 
gests, is a seafood salad bow] of 
canned tuna fish, peas, hard-cooked 
eggs and celery. Hard roll is an 
appropriate accompaniment. 


NEPTUNE SALAD 
(50 servings) 
21 cans tuna (6% or 7-oz. each) 
15 hard-cooked eggs, chopped 
2 lbs. chopped celery 
3 lbs. 3 oz. drained, cooked green 


1 lb. 2 oz. chopped sweet pickles 
1 lb. 8 oz. mayonnaise or salad 


1. Drain tuna. Break into large 
pieces. 

2. Combine eggs, celery, peas, 
pickles, mayonnaise and tuna. Mix 
lightly. Add salt to taste. Chill. 

3. Clean, wash, and separate let- 
tuce leaves. 

4. Serve salad on lettuce, using 
a No. 6 scoop (2/3 c.) to measure. 


Whole carrot sticks and bright 
green peas frame the Veal or Lamb 
Supreme, fourth suggestion for 
Sunday night supper entrees. Al- 
though photographed in a noodle 
basket at the right, the entree 
could also be served on Chinese 
noodles or steamed rice en casse- 
role. For modified diets and wider 
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NEPTUNE SALAD 


patient appeal, cream sauce may 
be substituted for the sour cream 
and dill binder. 


VEAL OR LAMB SUPREME 
(25 servings) 
8 Ibs. boneless veal or lamb, cut 
in l-inch cubes 

Water as needed 

1 thsp. salt 

2 tsp. dill seed 

6,4 oz. cans mushrooms, if desired 
% ec. flour 

1 qt. dairy sour cream 


1. Add veal or lamb, enough 
water to cover bottom of pan, salt 
and dill seed. Cover pan and cook 
on top of range or in a slow oven 
(300°F) 1% hours or until meat 


is tender. Drain and save stock. 

2. Drain and add mushrooms to 
meat. 

3. Measure stock and add water 
to make 1 quart. Add flour and 
cook until thickened. 

4. Combine meat, mushrooms 
and thickened stock. Mix well. 

5. Fold in sour cream and cook 
until heated through. 

6. Serve in noodle nest or over 
rice en casserole. Use 2/3 c. per 
serving. 

NOTE: If desired, a basic cream 
sauce may be substituted for the 
sour cream sauce. 

* 

There’s nothing like a group of 
salads to give interest to Sunday 
night suppers, and this Triple Salad 
Treat is no exception. The entree 
features chicken salad, marinated 
cold peas, and Christopher salad— 
an unusual cranberry juice-gelatin 
salad accented with fresh dates 
and apples. A steaming cup of soup 
would be an appropriate appetizer 
in winter. (See photo on p. 92). 


TRIPLE SALAD TREAT 
(24 SERVINGS) 


Chicken Salad 

1. Prepare 24 portions of chicken 
Salad according to your own favor- 
ite recipe. 
Marinated Cold Peas 

1. Use your favorite recipe for 


VEAL OR LAMB SUPREME 
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«BIG CIRCLE 


Louis A. Weiss Memorial Hospital OF HOSPITALS * Chicago Wesley Memorial Hospital 
Chicago, Illinois | U S | N G Chicago, IIinois 


races 


Suburban Community Hospital 


Michael Reese Hospital 
Cleveland, Ohio 


Chicago, Illinois 


*Space permits mention of 
only a few of the thousands |B! 
of hospitals, large and small, 
who choose Flex-Straws \— 


NEW LOW PRICES 
ON THE ORIGINAL 


FLEX-STRAW 


CONTACT YOUR 
DISTRIBUTOR 


CANADIAN DISTRIBUTOR: 
Ingram & Bell, Ltd. 

Toronto, Montreal 

Winnipeg, Calgary, Vancouver 


#% FLEX-STRAW is the original . . . precision 
corrugation . .. unmatched flexibility... proved 
best in a decade of drinking tube service. ‘+ 7 

FLEX-STRAWS are disposable... bend to 

- any angle for greater patient comfort...can be 

used for hot or cold liquids. 


write for free samples and literature 


FLEX-STRAW CO., Int'l. H 
P.O. Box 431, Santa Monica, Calif. 


#& FLEX-STRAWS are safe... eliminate need for 
sterilization ... danger of breakage. 


Name 
Address 
City 3 State 


#& With all these advantages FLEX-STRAWS are 
money savers... original cost the only cost. 
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| preparing 24 servings of this menu 
item. 
Christopher Salad 

12 oz. lemon-flavored gelatin 

3 % ec. hot water 

1 qt. cranberry juice cocktail (bot 
tled) 
ec. fresh lemon juice 
tsp. salt 
pt. fresh pitted dates 
7 qt. apples, peeled and diced 
— 1. Dissolve gelatin in hot water. 
a 2. Stir in cranberry juice cock- 
| tail, lemon juice and salt. Cook 
7 until mixture starts to thicken. 
: 3. Slice dates and prepare apples. 
Fold fruits into thickened gelatin. 

4. Turn mixture into shallow pan 
approximately 12 x 18 inches. 
5. Chill until firm. Cut into 

squares to serve. 
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CORNED BEEF SANDWICH SPECIAL 


Cup of chowder or bowl of soup 
would also be an appropriate ap- 
petizer for the open-faced corned 
beef sandwich topped with Thou- 
sand Island dressing and ripe olive 
garnish. A relish tray of carrot 
curls, radish and celery stalks is 
also offered. 
* * * 

A bundle of tender asparagus 
spears tied with pimento strip pro- 
vides a colorful vegetable accom- 
paniment to baked cod fillets with 
bread stuffing. Mixed green salad 
with appropriate dressing is the 
suggested salad teammate. 


BAKED COD FILLETS 
WITH BREAD STUFFING 
(50 servings) 


9 Ibs. cod fillets or other fish fillets 

(fresh or frozen) 

2 lbs. chopped celery 
2 oz. chopped onion 
2 oz. melted butter or margarine 
2 Ibs. 4 oz. untrimmed soft bread 
cubes 
1 tbsp. salt 
1 tbsp. poultry seasoning 
% milk 
(4) beaten eggs 
2 tsp. salt 
2 tsp. paprika 
4 oz. melted fat or oil 

1. Thaw frozen fillets and skin if 
necessary. Divide fillets into serv- 
ing-size portions, using 2% oz. as 
an average weight. 

2. Cook vegetables in butter until 
clear, but not brown; remove from 
heat. 

3. Add bread, salt and poultry 


BAKED COD FILLETS 
WITH BREAD STUFFING 
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seasoning; toss to mix. 

4. Combine milk and eggs. Pour 
over bread mixture and blend 
thoroughly. 

5. Spread stuffing in well-greased 
baking pans. 

6. Place fish in a single layer 
on stuffing. 

7. Add salt and paprika to fat 
or oil and blend well. 

_ 8. Pour mixture over fish. 

9. Bake in 350°F. oven approxi- 

mately 30-40 minutes or until fish 


TURKEY SANDWICH PLATE 


flakes easily when tested with a 
fork. 


The popular turkey sandwich is 
“dressed up” and teamed with a 
fruit salad in this sandwich plate. 
The toasted sandwich is topped 
with a hot cheese sauce and gar- 
nished with crisp, bacon curls. For 
added eating pleasure, there is a 
canned cling peach half filled with 
a scoop of tart cranberry sherbet 
for service to employees or one 
tablespoon of whole cranberry 
sauce for patients’ trays. Glossy 
oil-dipped ripe olives add to the 
attractiveness of the supper menu.® 


NOTES AND COMMENT 


Announce dates for food supervisors’ course 


Michigan State University is now accepting applications for its fifth 
annual 10-week course of intensive training for hospital food service 
supervisors, which will be held at the Kellogg Center for Continuing 
Education. The first nine weeks are scheduled for January 18 through 
March 18, 1960, with a final week seminar October 3-7. 


The tenth week is designed to 
interpret the teaching of the first 


nine weeks and to give students 


an opportunity to resolve ques- 


tions and share experiences ac- 
quired during the interim months. 
The students return to their own 
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hospitals for six months before at- _ 


tending a final week of seminars. 

The course is conducted by the 
“University’s College of Home 
Economics and sponsored by state 
hospital and dietetic associations 
in the five midwestern states. The 
course is designed: 

(a) to assist hospitals in train- 
ing dietary personnel who show 
potential for supervisory work, 

(b) to train nonprofessional 
personnel in supervision of food 
service, thus freeing the dietitian 
for other duties, and 

(c) to train the food service 
supervisor in hospitals without a 
dietitian in the latest methods of 
efficient and economical dietary 
operation. 

Students will receive instruction 
in management skills, basic prin- 
ciples of food production, menu 
planning, food purchasing, person- 
nel relations and communication 
skills, nutrition and diet planning, 
sanitation, safety, supervision and 
training of employees, and cost 
control. 

A brochure and application form 
may be obtained by writing the 
Food Service Supervisor Training 
Program, Continuing Education 
Services, Kellogg Center, Michigan 
State University, East Lansing. 8 


Chicken with herbs popular 
at Pittsburgh hospital 


The increasing popularity of 
foods cooked with herbs is re- 
flected in the menu selections of 
patients at Allegheny General Hos- 
pital. Patients from the Pittsburgh 
community repeatedly select crisp 
chicken baked in herbs on their 
selective menus, reports Ruth E. 
Silvester, director of dietetics at 
the hospital. Miss Silvester has in- 
cluded the poultry entree on her 
second-week winter cycle menu on 
p. 98. 

Another favorite with patients 
is celery seed dressing, which is 
featured with the tri-citrus salad 


on p. 98. 


Here are the recipes for these 
menu items. 


CRISP CHICKEN BAKED IN HERBS 
(25 servings) 


12 lbs. chicken 

2 tsp. thyme 

2 tsp. marjoram 
Flour as needed 
Fat as needed 

2 tsp. rosemary 

minced parsley 
4 tsp. salt 

1 tsp. pepper 
Hot water as needed 


2% 

4 

4 
1% ec. vinegar 

1 


1. Cut chicken into serving 


pieces. 


2. Sprinkle with thyme and 


marjoram; let stand 30 minutes to 
one hour. 


3. Roll chicken in flour and fry 


in hot fat long enough to brown 
chicken on both sides. 


4. Remove each piece as it is 


browned and place in shallow bak- 
ing pan. 


5. Sprinkle with rosemary, 


minced parsley, salt and pepper. 


6. Pour small amount of hot 


water over chicken and bake in 
oven (375°F.) for 45 minutes. 


CELERY SEED DRESSING 
(Yield: 1% qts.) 


ce. celery seed 


Juice from 1 medium-size grated onion 


1. Combine sugar, mustard, salt, 


onion juice and half the vinegar. 


2. Beat at second speed on mixer. 
3. Add salad oil gradually. 
4. Add remaining vinegar in 


small amounts. Beat until a thick, 
stable emulsion has formed. 


5. Add celery seed. | Ld 


Thanksgiving Day 
Menu Inserts 


fx O PROVIDE hospitals with sug- 
gestions for making their 
Thanksgiving Day menus extra 
festive, the editors of HOSPITALS, 
J.A.H.A., are presenting in this 
issue a Thanksgiving Day selective 
menu for each region of the coun- 
try. A separate holiday menu for 
the Midwest, South-Southwest, 
East and North-Northwest is in- 
cluded on the opposite page. 
These holiday menus have been 
prepared by the authors of the 
AHA fall cycle menus to key in 
with the fall cycle menu series, 
since Thanksgiving Day occurs 
within the fall menu cycle (Sept. 
1-Nov. 30). The fall cycle menus 
were published in the July 1, July 
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16, August 1 and August 16 issues 
of the Journal. 

The Thanksgiving Day menus 
were prepared so that they could 
be easily inserted in the fall cycle 
menus. On Thanksgiving Day, hos- 
pitals are invited to use the menus 


below in place of the menu from > 


the AHA fall cycle menu series 
that they would have used on 
November 26. 

In addition to substitution of the 
day’s menu, dietitians are cau- 
tioned to check the appropriate 
weekly market order for perish- 
ables to delete the items for the 
November 26 scheduled menu and 
substitute the items needed to pro- 
duce these suggested menus. 


The Thanksgiving Day menus in 
most instances feature a choice of 
entree, vegetable, salad and des- 
sert on the noon and night menus. 
Two cereals and two fruits have 
been offered on the breakfast 
menu. | 

Since one of the choices offered 
on the Thanksgiving Day menus 
is designed for use on modified 
diets, the menus can be used for 
both normal and modified diets. 

In addition to providing a selec- 
tive menu for Thanksgiving Day, 
the authors have agreed to share 
their recipes for some of the 
Thanksgiving Day menu items. 

Here are recipes for the menu 
items marked by an asterisk on the 
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holiday menu insert below. 


FRESH CRANBERRY - ORANGE RELISH 
(50 servings) 
4 oranges (size 150) 
4 lbs. raw cranberries 
6 Ibs. apples (remove cores) 
3 lbs. sugar | 


1. Grind oranges, cranberries 
and apples. 

2. Add sugar. 

3. Chill 24 hours before serving. 

4. Serve relish in orange cup. 
Garnish with fresh mint leaf. 
Note: This same recipe can be used 
for diabetic and calorie restricted 
diets by substituting artificial 
sweetening for the sugar. 


MOLDED CRANBERRY SALAD 
(50 servings) 
~12 oz. lemon gelatin 
1 qt. boiling water 
2 tbsp. granulated gelatin 
1 cold water 
2 Ibs. raw cranberries 


FRESH CRANBERRY-ORANGE RELISH 


6 Ibs. apples 

8 medium-size oranges 
2% Ibs. sugar 

2 c. mayonnaise 

6 heads lettuce 


1. Dissolve lemon gelatin in boil- 
ing water. Soak granulated gelatin 
in cold water and add to lemon 
gelatin and boiling water. 


2. Put cranberries, apples (un- 
peeled), 4 peeled oranges and 4 
with rind through the food chop- 
per. Use fine knife on food grinder. 

3. Add sugar to fruit. Add to 
gelatin when it has begun to set. 
Put into individual molds. Let 
stand until set. 

4. Unmold and serve on crisp 


THANKSGIVING DAY SELECTIVE MENU FOR THE MIDWEST, SOUTH-SOUTHWEST, EAST AND NORTH-NORTHWEST 


Relish Plate (celery sticks, radish roses, olives) (F) 
Pumpkin Pie (F) or Baked Pumpkin Custard (S) 


Mince Pie (F) or Vanilla ice Cream (S) 


breakfast noon night 
Grapefruit Half with Broth Oyster Stew with Crackers (FS) 
Roast Turkey (FS)—Giblet Gravy, Dressing (F) Cold Plate: Baked Ham with Spiced Peach (F) 
Juice (FS) ndied Potato (F) or or Cold Sticed Breast Chicken—Peach-Cottage Cheese Salad— 
er all Flakes (FS) Brussels Sprouts or Buttered Peas (FS) of Canemen (3) 
Scrambled Cranberry, Apple, Celery Salad with Celery Curl (F) 
and Bacon (FS) or Slice of Jellied Cranberry (S) Buttered Asparagus Spears (FS) 
= Cloverleaf Roll (F) Fresh Grape Salad (F) 
or Vanilla Puddin 
= Chilled Orange Juice Grape Juice Cocktail (FS) Cream of Tomato Soup 
Pts or Banana Slices Roast Young | Tom Turkey (FS}—Savory Cornbread Dressing— Swiss Cheese and Ham Sandwich Plate with Potato Chips (F) 
with Blueberries Giblet Gravy (F) or Broiled Chopped Beef Patty on — Bun (S) 
Candied Potatoes (F) or Snowflake Potatoes (S) Buttered Asparagus with Pimento Stri 
Rete Eggs (FS)— | _ Buttered Green Beans (S) or Broccoli Spears with Hollandaise Sauce (F) or Baked Acorn Squash with Parsley Flakes (FS) 
Broiled Sausage *Fresh Cranberry-Orange Relish in Orange Cup (F) Lettuce Wedge with French Dressing or Cherry Gelatin Salad 
Links (F) Relishes (celery hearts, assorted olives, pickle chips) Fresh Crisp Apple (F) or Vanilla ice Cream (S) 
£ Hot Biscuits—Honey Finger Rolls 
2 or Buttered Toast Pumpkin Pie (F) or Lime Sherbet | 
Orange Halves (F) Sparkling Fruit Punch (FS) Ruby Consomme—Saltines (FS) 
or ase Apple Roast Young Tom Turkey (FS)—Giblet Gravy, Savory Dressing (F) Hot Roast Turkey Sandwich (F S)—Gravy—Cranberry nies (F) 
Juice Mashed Potatoes (FS) or Grilled Ham Steak—Mustard 
Squares Buttered Yellow Squash (FS) or Creamed Silver Onions (S) 
Ho memade Coffee *Molded Cranberry Salad (F) er een reas or Cauliflower se 
a Cate Lettuce Wedge—Russian Dressing 


North-Northwest 


Green Gage Plums 
or Fresh Frozen 
Orange Juice 


Farina 
or Bran Flake Cereal 


Consomme 

Roast Tom Turkey (FS)—Sage Dressing, Giblet Gravy (F) 
Candied Sweet Potatoes (FS) or Whipped Potatoes 
Garden Peas (FS) or Baked Onions au Gratin 


Beef-Vegetable Soup (FS) 


Lamb Pot Pie (FS) or Large Fruit-Cottage Cheese Salad 


Buttered Potato (FS) or Blueberry Muffin 


Buttered Spinach (FS) or Stewed Tomatoes 


Tossed Green Salad—French Dressing 


Poached Egg Moyne Ia Cranberry Salad with Mayonnaise or Seafood Cocktail 
olls—Butter Chocolate Puff Cookies Peeled Apricot i 
Mincemeat Pie (F) or Lime Sherbet (S) 
_ (F/--Full (S}—Soft Diet (FS}—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 


*Recipe for this item is included above or on page 96. 
Midwest Thanksgiving Day menu was prepared by Viola G. Hart, chief dietitian, Stormont-Vail Hospital, Topeka, Kans. | 
South-Southwest Thanksgiving Day menu was prepared by Kris Anne Konugres, chief therapeutic dietitian, University of Texas Medical Branch Hospitals, 


‘Galveston. 
East Thanksgiving Day menu was prepared by Mrs. Elma Frazer Perry, formerly chief dietitian at Memorial Center for Cancer and Allied Diseases, 


New York City. 
North-Northwest Thanksgiving Day menu was prepared by Jean Ishida, chief dietitian, Maynard Hospital, Seattle, Wash. 
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lettuce leaf. Garnish each serving 


with one teaspoon of mayonnaise. 
* * * 


Unlike the preceding molded 


MOLDED CRANBERRY SALAD 


cranberry salad, this recipe fea- 
tures crushed pineapple and pine- 
apple juice instead of chopped 
apples and oranges. Chopped cel- 


Winter Cycle Menu 
for the East 


21-pay selective winter cy- 
cle menu and market orders 
for perishables are designed for 
hospitals in the East. These menus, 
which are to be used during De- 
cember, January and February, 
feature foods popular in the east- 
ern section of the United States. 

The menus in this issue are the 
third in a four-part series of fall 
cycle menus published in this 
Journal. Winter cycle menus for 
the Midwest and South-Southwest 
were included in the October 1 and 
16 issues Of HOSPITALS, J.A.H.A. 
Winter menus for the North- 
Northwest section of the country 
will be published in the November 
16 issue. 

In planning the menus, careful 
consideration has been given to 
keeping the menu and food pro- 
duction operation simple for the 
smaller hospital. A moderate to 
low cost food budget was used. 

This cycle menu features a 
choice of entree, vegetable, salad 
and dessert on the noon and night 
menus. Two cereals and two fruits 
are offered on the breakfast menu. 

Since one of the choices offered 
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is designed for use on modified — 


diets, these menus can be used 
for both normal and modified diets. 
The letter (F) following certain 
items on the menu indicates that 
this item is to be served on the 
full or normal diets, while those 
labeled (S) are for the soft and 


The fall cycle menus, for use dur- 
ing November, were published in the 
July and August issues of this Jour- 
nal. The Midwest and South-South- 
west cycle menus were included in the 
July 1 and 16 issues, respectively. The 
August 1 and 16 issues featured fall 
menus for the East and North-North- 
west, respectively. 


other modified diets. Where the 


letters (FS) appear, the menu item 
is for the full and soft diets. 

In adapting items marked (S) 
for use on modified diets, it should 
be noted that certain items will 
need sodium or fat restriction dur- 
ing preparation, if they are to be 


served on sodium restrictive or fat: 


restrictive diets. When fruits are 
included on the dessert menu, the 
dietitian will omit sugar in prepa- 
ration or substitute the water- 


ery and nut meats are also added 
to the following recipe. 


MOLDED CRANBERRY SALAD 
(48 servings) 
1 Ib. 8 oz. cranberry gelatin 
4,1 lb. cans whole cranberries 
3 qts. boiling water and drained pine- 
apple juice 
2 No. 21% cans drained, crushed pine- 
apple 
2 c. nut meats 


4 chopped celery 


1. Dissolve gelatin in boiling 
liquid. 

2. Add remaining ingredients 
and mix. 

3. Pour into 2 pans (12x18x2). 

4. Chill until firm. 

5. Garnish with mayonnaise in 
form of a turkey on top of each 
salad. 


packed variety for the diabetics. 

The market order for perish- 
ables, which accompanies each 
week’s menu, lists the meats, sea- 
food, poultry, and fresh and frozen 
fruits and vegetables that a 50-bed 
hospital will need to produce the 
menu. The amounts are computed 
on the basis of serving 100 pa- 
tient and personnel meals at 
breakfast, 125 at noon and 100 at 
night. By using a multiple of 50, 
larger hospitals can easily arrive 
at their market orders. 

The market order includes all 
portion-ready meats, oven-ready 
roasts, portion-ready seafood, evis- 
cerated poultry and other pre- 
prepared items. 

An added feature of this menu 
service is the standard storeroom 
inventory, a list of supplies that 
a 50-bed hospital should have in 
the storeroom at the beginning of 
each 21-day cycle. The items in- 
cluded are cereals and farinaceous 
products, canned fish, canned 
fruits and fruit juices, dried fruits 
and vegetables, jellies, cake and 
pudding mixes, pickles, canned 
soups and canned vegetables. 
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Ist WEEK EAST WINTER SELECTIVE CYCLE MENU 


(MENUS TO BE USED DURING DECEMBER, JANUARY AND FEBRUARY) 


—prepared by Ruth E. Silvester, director of dietetics, 


Allegheny General Hospital, Pittsburgh, Pa. 


breakfast noon night 
T ine N Bean Tomato Jui 
— a avy Roast L Loin of Pork, Gravy (F) or Baked Halibut in Milk (S) 
Roast Potatoes (F S$ 


Rolled Wheat Cereal 
or Ready-to-Eat 


Soup 
Creamed Chicken on Toasted Noodies (F) or Broiled Lamb Pattie (S) 
Southern Sweet Potatoes (F) 


with Butter (FS) or Parslied Cauliflower 


Harvard Beets or Buttered Peas (FS) 
Russian Dressing 


Rice Cereal Grapefruit-Olive Salad with Honey French Dressing or Hearts of Celery Appie-Raisin Salad or Head Lettuce with 
— Bacon Lemon Chiffon Pudding (FS) or Chilled Pineapple in Syrup Banana or Butterscotch Ice Cream (FS) 
Orange Juice Swedish Sou —- Grapefruit Juice 
or Grapes ( Breaded Vea! Cutlet, Vegetable Sauce (F) or Poached Eggs on Toast (S) + ee oe of Beef, Gravy (FS) er Chop Suey on Steamed Rice 
meal Mashed Potatoes (FS) scalloped Po oes (FS) 
or Shredded Wheat Julienne Carrots (FS) or ogg Pear! Onions Fenenme cosa or Frenched Green Beans (FS) 

. Cereal ee Spiced Prune Sa Lettuce, Chiffonade Dr Tossed Vegetable Salad or Perfection Saiad with Boiled Dressing 
French Toast net Pudding, Custard Sauce (FS) or Raspberry Sherbet Coconut Cream Pie (F) or Peeled Apricot Halves in Syrup (S) 
Applesauce Apricot Nectar Oxtail Soup 

or Orange Juice Broiled Fillet of Deep Sea Perch or Broiled Cube Steak (FS) Chicken Golden Gate (FS) or Meat Loaf, Gravy 
Farina Baked Potato (FS) Oven-browned Potatoes (FS 

or Wholewheat Stewed Tomatoes or Baked Acorn S (FS) Spinach de Lux (FS) oe or Buttered Corn 

lakes Chef's Salad or Peach Surprise Sa Grape-Lime Mold Salad, Mayonnaise or Hearts of C , Oli 

Soft-Cooked Blancmange, Cinnamon Candy Cream (F) Marble Cake, Butter Cream Frosting (F) or Vanilla Ice Cream (S) 
Maple Rolls or Royal Anne Cherries in Syrup (S) 
Chilled Half Lakeside Soup Apple 

Grapefruit (F) _ Baked Loin Pork Chops A or Turkeyburger seer - : Lamb, =" Sauce (FS) er Creamed Chipped Beef on Toast 

or Pineapple Juice White House Potatoes (F Parslied Potatoes ( 
Wholewheat Cereal Buttered Carrot FS) Spiced Beets Julienne Green FS) or Buttered Sprouts 

or Puffed Wheat Banana-Cranbe ed Green Salad Ambrosia Salad, Fre o Moped Geloas lad 

_ Cereal Cherry Cobbler (F) or Chilled co Gage Plums in Syrup (S) Boston Cream Pie (F) or W atin with Custard Sauce (S) 

Broiled Bacon 
Stewed Prunes Oyster Stew Blended Juice 

or Orange Juice Tuna Fish Salad with Waldorf Garnish (F) or Roast Leg of Veal, Gravy (S) | Baked Virginia Ham or Broiled Saimon Steak with Lemon Wedge (FS) 

arina Shamrock Psat (FS) French Fried Potatoes (F) 
or Ready-to-Eat Escalloped Eggplant or Peas in Light Cream (FS Cauliflower au Gratin or Garden Spinach (FS) 
é Wheat Flake Head poy elery Seed a Apricot Salad, Chantilly Dressing Pineapple-Date Salad or Relish Plate (pickle chips-carrot sticks- olives) 
Cereal Jelly Roll with pay oy Topping ¢ Pumpkin Pie (F) er Butterscotch Royal ice Cream (S) 

Scrambled Egg or Fresh Fruit e (grapes- poten) 


eo Banana in Fruit 


_ Barley Broth 
ey Stew with Potatoes and Vegetables or Broiled Half Chicken (FS) 


Cranberry Juice Cocktail 
Roast Sirloin of Beef (FS) with Horseradish (F) or Braised Chicken Livers 


a Grapefruit Juice Steamed Buttered Rice (FS) Baked Potato (FS) 
Wheat Farina Buttered Asparagus (FS) or Stewed Tomatoes Mexicorn or Parsilied Carrots (FS) | 

or Puffed Rice Cereal | Marion Club Salad or Tossed Vegetable Salad Hearts of Celery and Olives 
Glazed Orange Rolls Chocolate Fudge Pudding (FS) or a chilled Grapefruit Half or Stuffed Fig Salad with Fruit Salad Dressing 

Burnt Almond ice Cream (F) or Minted Mandarine Oranges in Syrup (s) 

Orange Juice Frosted Fruit Juice Minestrone Soup 

or Stewed Apricots Roast Turkey fi Pt Gravy and Cranberry Sauce (F) Deviled Ham on Scrambled Eggs on Toast (F) or Baked Veal Steak (S) 

in Syrup or Shrimp a la Newbu teres 5 Potatoes (FS 

Rice Farina — Whipped Potatoes (FS) Mashed Hubbard . (FS) or Buttered Broccoli 

or Corn Flakes Buttered Peas (FS) or Glazed = Raspberry Argentine Salad, Mayonnaise 
Poached Egg Orange Julep Salad or Spiced Crabapple Salad with French Dressing or Head Lettuce, Piquante ene | 

Penuche Sundae (F) or Bartlett Pear in Syrup (S) Cheese Icebox Cake (FS) or Chilled Nectarines in Syrup 
(F)—Full Diet (S)—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 


Item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings 
‘ 
: BEEF Salmon Red, steaks, Onions, Green Bunch 1 doz. 
3 Chipped Beef, Dried U. S. Good 1% Ibs. 5 oz. each 19 Ibs. 60 | Onions, White Boilers 3 Ibs. 
© | Ground Beef U. S. Good, 5 Ib. pkg. 5 Ibs. POULTRY Parsley Bunch 1 doz. 
Choi 
20 ibs. 30 | Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 70 Ibs. 
= Fryers (Eviscerated) Grade A, 2% Ib. av. 85 Ibs. 
LAMB Livers, Chicken 1 ib. pkg. 5 ibs. 20 § heads 
Ground, Shoulder U. S. Good 5 Ibs. Squash, Acorn 45 Ibs 
Leg (B.R.T.) U. S. Choice, yearling 20 Ibs. 60 FRESH FRUITS 
Stew U.S. Good 10 Ibs. 40 | Apples Jonathan, 113s 1 box Squash, Hubbard 20 Ibs. 
Bananas Ripe 35 Ibs. Watercress Bunch 6 bunches 
PORK Grapefruit Seediess, 70s 1 box 
S | Bacon (Sliced) 24-26-1 Ib. 6 Ibs. Grapes Emperor, 28 Ib. box box 
Chops, Loin Grade A,40z. each 20 Ibs. 80 Lemons 1 doz. 5-l sugar 16 Ibs. 
: Ham (Pullman) — Ready-to-eat 22 Ibs. Oranges 176s 1 box Grapefruit Sections Fresh, chilled, gallon 2 gal. 
Loin (Boneless) Grade A, 10-12 Ibs. 20 ibs. 60 Tangerines Crate, 144 1 crate Orange Juice Con.., 32 oz. can 12 cans 
3 VEAL FRESH VEGETABLES FROZEN VEGETABLES 
E Chop Suey Meat U. S. Good 5 ibs. 20 | Carrots Topped, bag 50 Ibs. Asparagus Spears, 2% Ib. pkg. 30 Ibs. 180 
Cutlets U. S. Good, 4 oz. each 25 ibs. 100 Celery Pascal, 30s 1 doz. stalks Beans, Green Julienne, 2% Ib. pkg. 20 ibs. 120 
Leg (B.R.T.) U. S. Good 7 Ibs. 20 | Celery White 1 doz. stalks | Broccoli Stems and buds 
3 Steaks, Club U. S. Good, 5 0z. each 7 Ibs. 20 | Cucumbers 1 doz. 2% Ib. pkg. 5 ibs. 30 
Eggplant 2 only Brussels Sprouts 2% Ib. pkg. 2% Ibs. 15 
S SH Endive Curly 6 heads Cauliflower Buds, 2% Ib. pkg. 5 ibs. 30 
“= | Halibut Steaks, 5 oz. each 7 tbs. 20 | Lettuce Head, 48s 1 crate Peas 2% Ib. pkg. 40 ibs. 240 
Perch (Ocean) Fillets, 4 oz. each 10 Ibs. 40 | Onions, Dry Yellow, bag 50 Ibs. Spinach Chopped, 2% ib. pkg. 20 Ibs. 120 
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tnd WEEK EAST WINTER SELECTIVE CYCLE MENU 


(MENUS TO BE USED DURING DECEMBER, JANUARY AND FEBRUARY) 


—prepared by Ruth £. Silvester, director of dietetics, 


Allegheny General Hospital, Pittsburgh, Pa. 


breakfast noon night 
Grapes (F) Mulli Pineapple Juice 
FS) or Loin Pork Chops with Tomato Sauce of Veal 
or Puffed Wheat Sliced Buttered Beets (FS) or Mashed Turnips Buttered Wax Beans (FS) or Cauliflower Mousselaine — 
Cereal Carrot-Raisin Salad or Pium-Cottage Peach-Date Salad or Mixed Green 
Soft-Cooked Egg— Hot Spiced Crumb Pudding with Rum Sauce (F) or Vanilla ice Cream (S) Soringue Ple (F) or Pecied Apricots in Syrup (S) 
Juice Vegetable Soup Spiced Grape Juice 
er Sliced Banana Sliced cae we 8 ue with —— Sauce (F) er Baked Round Steak (S) — Chicken Baked in Herbs (F) 
t Cereal Baked St cetate 5) Baked Baby Flounder, Lemon Wedge (S) 
or Ready-to-Eat Corn Salad or Buttered (S) Mashed Potatoes (FS 
Rice Jellied Cher or Relish Plate pepper ring) Tomatoes 
Scrambled Sherbet (F) or Baked Caramel & rf Salad 
Nut Kuchen Food Cake (FS) or Oranges 
Orange Juice - Palouse Pea Soup Chilled Grapefruit Juice 
or Tangerine (F) Turkey Croquettes with Parsiey Sauce (F) or Assorted Cheese Plate (S) Yankee Pot ora ad (FS) or Eggs a la Goldenrod 
Farina Piquant Mashed Potatoes (FS) Ac mand Potatoes 
or Bran Flake Cereal Buttered Brussels Sprouts or (FS) Butter or Stewed Corn 
Broiled Head Lettuce, 1000 Isle Dressi Cardinal Salad wi ayonnaise 
Sweet Roll Grapenut Pudding with Cream (F) or aa Piums in Syrup (S) er Stuffed Nectarine Salad with Lime-Honey Dressing 
Spice Layer Cake, Lemon Frosting ( 
Sree oan led Peach Halves in Syrup (S) 
Orange Juice Consomme Royale Fruit Pu 
er Stewed Prunes italian Spaghetti with Meat Sauce and Parmesan Baked = of Pork, Gra 1 Bi er Broiled Rib Veal Chop 
Rolled Wheat Cereal or Broiled Loin Lamb Chop, Mint Jelly (FS) Maitre d’ hotel Potatoes ¢F 


Mashed Potatoes (FS) 

Buttered Green Beans (FS) or Seven-Minute Cabbage 
aca Salad er Pi nate Salad on Endive © 
(FS) or Bavarian Fruit Slices 


Julienne hey cd er Broccoli Hollandaise 
Tri-citrus y Seed Dressi ato Hearts of Celery, Olives 
Chocolate Chi Pie (F) or Coffee ice Cream (S) 


! 
i 
i 
! 
! 
! 
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ked Apple, “Croom 

Pinea Juice Orange Juice Cream of Mushroom souk, 

or Grapes (F) Salmon Loaf, Egg Sauce (S) er Manhattan Meat Roll, Gravy (F) Glazed Canadian Bacon (S) 

arina Baked Noodles (FS) or Broiled Fillet of Soby Cod with Tartar Sauce (S) 
or Corn Flakes Stewed Tomatoes or New Peas (FS) Franconia Potatoes (FS 
-Cooked Toss-up Salad or Arabian Peach Saiad Buttered Beets (FS) Baked with Hone 
nnamon Cake (F) or French Floating Island (S) Head Lettuce, Lorenzo Dressi 2 et ag ge Cheese- “Vegetable Salad 
Raspberry Sherbet (F) or Ba Pear in Syrup (S) 

Orange Halves (F) Chilled Prune Juice P Soup 

or Grape J Roast Leg of a Sauce er Broiled Rib Veal Chop (FS) Baked Ham (F) or Cheese Dreams (S) 
Rice Farina Mashed toes ( Candied Sweet Potatoes (FS) 

Salad er Garden Salad or Hearts of Ce ery, Rie 

Broiled Bacon Rice Pudding (FS) or Sections in Grenadine White Ca icing (F) or Bing in (S) 
Orange Juice Fruit Cocktail Alphabet Broth 

or Pineapple Juice Broiled Sirloin Steak (FS) er Shrimp Salad, Cocktail Sauce Broiled Yearling Liver with Bacon Strip (FS) or Meat Loaf, Gravy 

tmeal — Potatoes (F) Whipped Potatoes (FS) 

or Ready-to-Eat Buttered Salad with s (FS) ind Corn Spinach de Lux er Buttered Wax » 

Rice Cereal Tomato ssing or Mixed Green Salad na-Toasted Coconut Salad or een Goddess Dressing 
Coffee Ma Cream (FS) Sponge Delicious or Home-Style in 
nadian 
(F}—Full Diet (S}—Soft Diet § (FS)—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal, 


item, Specifications, Amounts & No. of Servings | item, Specifications, Amounts & No. of Servings | item, Specifications, Amounts & No. of Servings 
2 | FISH Peppers, Green % doz. 
F Ground Beef U. S. Good, 5 Ib. pkg. 60 ibs. Cod Fillets, Canadian 15 ibs. 60 | Potatoes, Sweet Hamper 50 Ibs. 
© | Liver Steer, sliced 15 ibs. 60 | Flounder Fillets, 4 oz. each 5 ibs. 20 Potatoes, White Bag No. 1 400 Ibs. 
a =| Round (Bottom) U. S. Standard 20 ibs. 60 Radishes Bunch 1 doz. 
Short Ribs U. S. Choice 10 Ibs. 20 POULTRY Romaine — 6 heads 
& Steaks, Round U. S. Choice, Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 50 ibs. Squash, Acorn 7 Ibs. 
oz. each 5 ibs. 20 | Fryers (Eviscerated) Grade A, 2% ib. av. 37 Ibs. Squash, Hubbard 40 Ibs. 
Steaks, Sirloin Butt U Raheny 25 Ibs. 80 Turnips, White Topped 5 Ibs. 
: FRESH FRUITS atercress Bunch 6 bunches 
Tongue No. 1 25 Ibs. Apples Jonathan, 113s 1 box 2 
Bananas Ripe 30 Ibs. FROZEN FRUITS 
LAMB Grapes Emperor, 28 ib. box 1 box Grapefruit Sections Fresh, chilled, gallon 2 gal. 
Chops, Loin U. S. Choice, Lemons 1 doz. Orange Juice Con., 32 oz. can 6 cans 
s 6 oz. each 30 Ibs. 80 | Oranges 176s 1 box — and 
: Leg (B.R.T.) U. S. Choice, yearling 15 tbs. Pomegranate 2 only Grapefruit Sections Fresh, chilled, gallon 2 gal. 
FROZEN VEGETABLES 
PORK Spears, 2% Ib. pkg. 17% Ibs. 105 
Bacon, Canadian 15 Ibs. 50 the. Beans, Green Cuts, 2% Ib. pkg. 15 Ibs. 90 
Bacon (Sliced) 24-26-1 Ib. 12 Ibs. vay 1 doz, stalks | 2&@"S Green Julienne, 2% Ib. pkg. 10 Ibs. 60 
Chops, Loin Grade A, 4 oz. each 10 ibs. 40 2 olery White : 6 stalks Beans, Wax Cuts, 2% Ib. pkg. 20 ibs. 120 
Ham (Pullman) Ready-to-eat 20 Ibs. Broccoli Stems and buds 
Loin (Boneless) Grade A, 10-12 Ibs. 20 Ibs. 60 2% Ib. pkg. 2% Ibs. 15 
Endive Curly 1 doz. heads | Brussels Sprouts 2% Ib. pkg. 2% Ibs. 15 
z Lettuce Head, 48s 1 crate Cauliflower Buds, 2% Ib. pkg. 5 ibs. 30 
& VEAL Onions, Dry Yellow, bag 50 ibs. Peas 2% Ib. pkg. 25 Ibs. 150 
Chop, Rib U. S. Good, 5 oz. each 32 Ibs. 100 | Onions, Green Bunch 1 doz. Spinach Chopped, 
Leg (B.R.T.) U. S. Good 20 Ibs. 60 Parsley Bunch 1 doz. 2% Ib. pkg. 12% ibs. 75 
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ort Ribs of Beef 


3rd WEEK EAST WINTER SELECTIVE CYCLE MENU 


—prepared by Ruth E. Silvester, director of dietetics, 


(MENUS TO BE USED DURING DECEMBER, JANUARY AND FEBRUARY) Allegheny General Hospital, Pittsburgh, Pa. 
breakfast noon night 
Sausage Lin with mb, Currant-Mint Jelly (FS La Sagna 
or Orange in eg of nt- or 
or Corn Flakes Hash Browned Potatoes (F) Buttered Peas (FS) or Spiced Beets 
Broiled Bacon Mashed Hubbard Squash (S) er Buttered Brussels Sprouts (F) Caesar Salad or Grapefruit-Avocado Saiad with French Dressing 
Danish Pastry Tossed a Salad or Winter Fruit Sa Maple-Nut Ice > Crcam (F) or Compote of Canned Fruits (Ss) 
Baked Lemon Dessert (FS) or Chilled Green Gage Plums in Syrup 
Grapefruit Juice Cream of bie yee Chilled Pineapple Juice 
or Stewed Apricots Baby Haddoc ny er Broiled Loin Pork Chops (FS) Swiss Steak, Gravy ‘© or Baked Vea! Steak (S) 
Cornmeal Parslied Potatoes 3 French Fried Potatoes (F) 
or ed Wheat Broccoli with Lemon Butter or Buttered eee (FS) Julienne Carrots (FS) or Buttered Lima Beans 
Lettuce, Russian ne eae Nut Salad Cole Slaw with Peanuts or Mediey Fruit Salad 
Poached Egg Gingerbread with Foamy Sauce (F) or Chilled Nectarines in Syrup (S) Custard Pie (F) er Emerald Bavarian Cream (S) 
nana Julienne Sou p. Chilled Peach Nectar 
or Orange Juice Chicken Pot Pie, Gravy (F) er Frosted Sandwich Loaf (S) Baked Ham with Raisin Sauce (F) or Parsiey Omelet (S) 
Rice Farina Mashed Potatoes FS) Creamed Potatoes (FS 
or Bran Flake Cereal Buttered Beets (FS) or Corn Strips Stewed uttered Peas 
ian Bacon Waldorf Salad or Marshca —-> Hearts of lives or Mixed Green Salad 
Muffins Vanilla Ice Cream (S) or sh ow Pudding (F) Pear Compote ate Ceauke (S) or Lazy Daisy Cake (F) 
Grapes (F) Apple Juice Vegetable Soup 
or Orange Juice Creole Yearling Liver (F) or Broiled Lamb Pattie (S) Roast Sirloin = Beef, Gravy (FS) or Chef's Salad Bow! 
Farina Roasted Potatoes (FS Duchess Potatoes toes (FS) 
or Corn Flakes Buttered Hubbard Squash on Hath or Parsilied Cauliflower (F) Buttered Green Beans (FS) or Turnips au Gratin 
‘ Scrambled Egg Gingerale Salad or Salad Bow! Head Lettuce, French Dressing or Peach-Green Pepper Salad 
— -Strawberry Frosted Brownie <F) or al habe Cherries in Syrup (S) Hot Mince Meat Pie (F) or Tapioca Cream (S) 
reserves 
; Prune Juice New England Clam Chowder Frosted Fruit 
or Half ry er (F) | Baked Macaroni ond Cheese (FS) or Sliced Turkey Sandwich Roast Loin of Pork, Gravy or Broiled Swordfish Steak (FS) 
Rolled Wheat Potato Rosette (FS) Lyonnaise Potatoes (F) 
or ag Mon Garden a (FS) or Buttered Corn Baked Carrots or Escalioped nt (FS) 
Rice Cereal Tossed Vegetable Salad feny Voniiia Salad or Celery Hearts and Pickle Chips 
Soft Cooked or Molded Sasens Salad with Whipped Cream Salad Dressing Rosy Vanilla Pudding (S) or ’ Pineapple Upside-down n Cake (F) 
Sweet Roll Chilled Peaches, Cookie (S) or Strawberry Ice Cream (F) 
Stewed Pru French Onion Soup Blended Juice 
or Orange > bole Broiled Loin am Chop (FS) er Broiled Beef Pattie Roast Leg of Veal, Gravy (FS) or Cheese Fondue with Sauce 
lewheat Cereal Steamed Rice (FS) Riced Potatoes (FS 
or Shredded Wheat pm ey with Paprika or Julienne Green Beans (FS) Buttered Peas (FS) or Escailoped Celery 
Cereal hee cot-Celery-Nut Salad (F) or Vitamin Salad Chef's Salad or Stuffed Plum Saiad 
Broiled Bacon te Sponge (FS) or Grongo-Srepetralt Cup Butterscotch Spice Roll (F) or Cinnamon Applesauce (S) 
Cloverleaf Rolls 
Orange Jui Grapefruit-Grape Juice — Noodle Soup 
or Orange Halves (F) | Chicken a la Maryland with Cream Gravy (F) Ham Hawaiian (F) or Combination Sandwich (S) 
Wheat Farina or Roast Sirloin of Beef, Gravy (S) Escalloped Potatoes (F 3 
or Puffed Cereal Sweet Potato Puff (FS) Baked Acorn Squash (FS) er Buttered Brussels Sprouts 
Soft-Cooked - Buttered Carrots be or Stewed Tomatoes Tossed Green Salad or Rosy Pear Salad 
* Cinnamon Toast Frozen Fruit Sal ettuce, Parisian Dressing French Fruit Pastry (F) er Gage Plums in Syrup (S) 
hocolate Sundae (FS) or Fresh Fruit Cup 


(F}—Full Diet (S)—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 
Item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings | item, Specifications, Amounts & No. of Servings 
dite BEEF POULTRY Potatoes, Sweet Hamper 50 ibs 
Ground Beef U. S. Good, 5 Ib. pkg. 15 Ibs. Fowl (Eviscerated) Grade A, 5 Ib. av. 95 Ibs. Potatoes, White Bag No. 1 400 Ibs. 
Liver Steer, sliced 25 Ibs. 100 | Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 30 Ibs. Radishes Bunch 1 doz. 
© | Roast, Sirloin (B.R.T.) U. S. Choice 27 Ibs. 80 | Fryers (Eviscerated) Grade A, 2% Ib. av. 112 Ibs. Romaine Head 1 doz. 
| Steak, S U. S. Good, Squash, Acorn 30 Ibs. 
— 4 oz. each 15 Ibs. 60 a ie Squash, Hubbard 10 Ibs. 
& Apples Jonathan, 113s 1 box eens 
Turnips, White Topped 5 Ibs. 
LAMB only Watercr Bunch 1 doz 
Bananas Ripe 30 Ibs. 
Chops, Loin 30 Ibs. 80 | Grapefruit Seediess, 70s 1 box 
Grourid, Shoulder —_‘U. S. Good 5 Ibs. 20 — Emperor, 28 Ib. box : box Grapefruit Sections Fresh, chilled, gallon 2 gal. 
Leg (B.R.T.) U. S. Choice, yearling 20 ibs. 60 raed 176s : er Orange Juice Con., 32 oz. can 12 cans 
Orange and 
3 Pork Tangerines Crate, 144 10 Ibs. Grapefruit Sections Fresh, chilled, gallon 2 gal. 
Bacon, Canadian 5 Ibs. FRESH VEGETABLES Peaches se o can, 8 Ibs 
Bacon (Sliced) 24-26-1 Ib. 6 ibs. Cabbage 10 ibs. 
Ham (Pullman) Ready-to-eat 40 Ibs. 120 | Cabbage, Celery 4 heads 
Loin (Boneless) Grade A, 10-12 Ibs. 7 ibs. 20 FROZEN VEGETABLES 
s Carrots Topped, bag 50 Ibs. 
Sausage Links 12-1 Ib. 10 Ibs. Celery Pascal. 30s 1 doz. stalks | ASP@ragus Spears, 2% ib. pkg. ibs. 90 
Celery White. 6 stalks Beans, Green Cuts, 2% Ib. pkg. 10 ibs. 60 
VEAL Cucumbers Beans, Green Julienne, 24% ib. pkg. lbs. 90 
Leg (B.R.T.) U. S. Good 20 Ibs. 60 | Eggplant 
Steaks, Club U. S. Good, 50z. each 7 Ibs. 20} Endive Curly 1 doz. heads | Broccoli edie 
Lettuce Head, 48s 1 crate % Ib. pkg. 2% ibs. 15 
= | FISH Onions, Dry Yellow, bag 50 Ibs. Brussels Sprouts 2% Ib. pkg. 17% Ibs. 105 
Haddock Fillets, skinless 10 tbs. 40 | Onions, Green Bunch 1 doz. Cauliflower Buds, 2% Ib. pkg. 17% Ibs. 105 
Salmon Red, steaks, Parsley Bunch 1 doz. Peas 2% Ib. pkg. 30 Ibs. 180 
5 oz. each _19 Ibs. 60 | Peppers, Green 4 only Spinach Chopped, 2% Ib. pkg. 15 ibs. 90 
PLEASE CUT ALONG THIS LINE 
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Now your hospital can drastically 


dangerous source of bacteria... 


Unless it’s arrested, this dirt can accumulate in 
ventilating ducts, creating a hidden menace 


Rigid aseptic procedures invariably prevent dirt from show- 
ing itself in hospital rooms. But in ventilating ducts, dirt 
accumulates rapidly and abundantly. . . can easily move from 
these ducts into any hospital room. 


The most effective protection against the hazards of AIR- 
BORNE dirt is the Honeywell Electronic Air Cleaner. As 
the photographs on the opposite page reveal, the electronic 
air cleaner is extremely effective in trapping dirt particles 
that are a breeding ground for bacteria and fungi. 

Why? Because an electronic air cleaner does more than 
merely obstruct dirt. Instead, it picks dirt particles out of 
the air by electrically charging the dirt. | 

This permits the Honeywell Electronic Air Cleaner to trap 
dirt particles 100 times as small as those stopped by a me- 
chanical (fibrous) filter. Thus the Honeywell Electronic Air 
Cleaner gives you the most effective protection possible 
against the hazards of AIR-BORNE dirt. | 


The Honeywell Electronic Air Cleaner contributes 
toward better health, increased savings 


Health: Every cubic foot of air in a hospital can contain up 
to a billion particles of dirt. The Honeywell Electronic Air 
Cleaner removes over 95% of ai// dirt particles passing through 


the air handling system giving maximum protection against _ 


the hazards of AIR-BORNE dirt. 
Savings: 90% of ceiling and wall staining is caused by dirt 
particles of three microns or smaller. With a Honeywell 


Electronic Air Cleaner, the smallest dirt particles are re- 


- moved... down to 1/1000 microns in diameter. 


See about a Honeywell Electronic Air Cleaner for your 
hospital today. For further information, telephone your 
nearest Honeywell office—there are 112 conveniently located 
throughout the nation. Or write Minneapolis-Honeywell, 
Department HO-11-122, Minneapolis 8, Minnesota. 
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This plate was exposed to unfiltered, unclean air up- 
stream from the Honeywell Electronic Air Cleaner. 
Result: 104 colonies of bacteria and fungi developed.* 


You can’t see them with the naked eye. . . nor can you feel 
them. But they’re there—up to a billion particles of dirt in 
every cubic foot of air... the air we breathe... the air 
which enters and surrounds the surgical opening . . . the air 
which engulfs the delicate membranes of the new born. 
The Honeywell Electronic Air Cleaner alone cannot pre- 


*Actual unretouched photos of quanti- 
tative results using the sieve sampler 
technique. Each plate represents the 
microbial content of 31 cubic feet of air. 
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This plate was exposed to the same air after it had been 
cleaned by the Honeywell Electronic Air Cleaner. Result: 
Only 11 colonies of bacteria and fungi developed. * 


vent all bacterial infection . . . other areas such as bedding, 
laundry and refuse must receive careful attention. But the 
Honeywell Electronic Air Cleaner can and will remove over 
95% of all particulate matter passing through the air handling 
system—thus providing as safe a source of clean air as it is 
possible to obtain. 


oneywell 
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MAJOR ITEM of operating ex- 

pense for any hospital is fuel. 
Fuel records kept on an annual 
basis may well serve for budgetary 
purposes. However, because many 
causes of fuel waste go undis- 
covered, an accurate check is 
necessary or these losses may be- 
come substantial. 

To uncover and combat such 
losses, we at Moses Taylor Hospi- 
tal have devised a simple check to 
keep fuel costs to a minimum. To 
use this method, the amount of 
fuel used should be divided into 
(1) heating fuel and (2) process 
fuel. 


The amount of fuel required for 
heating purposes is related to these 
items: (1) The size of the hospital 
and (2) the amount of heat de- 
mand. Since heat is supplied by 
radiation, the total amount of radi- 
ation installed is directly propor- 
tional to the size of the hospital— 
the larger the hospital, the more 
radiation. The total amount of 
radiation is obtainable from plans 
used in the construction or it can 
be ascertained by measuring each 
radiator. The need for heat is de- 
pendent on geographical location. 
A hospital located in Portland, 
Maine will have more heat demand 


John T. Raw is su tendent, 
Taylor Hoapital, Scranton, Pennsy]- 
vania. | 


A SIMPLE SYSTEM 


FOR 


CHECKING BOILER 
PLANT PERFORMANCE 


by JOHN T. RAWLINGS 


Since the cost of fuel is a major 
item of hospital operating expense, 
the author describes a simple check 
which can be used to keep fuel costs 
to a minimum. Use of the method as- 
sumes that the hospital burning equip- 
ment is efficient, the author indicates, 
otherwise its value as a cost reducer 
will be lowered. 


than one ef equal size located in 
Washington, D.C. | 
The amount of heat demand is 
expressed by the term “degree 
day”. A degree day is the numeri- 
cal difference between the average 
temperature for 24 hours and 65° F. 
For example, if the high tempera- 
ture during any 24-hour period is 
40° F. and the low is 20° F., the 


average is 30° F. Subtract 30 from 
65 and you get 35 degree days for 
that day. Of course, if the average 
temperature is above 65, there will 
be no degree days. Generally the 
daily newspapers carry this in- 
formation and they also publish 
the number of accumulated degree 
days from the beginning of each 
season. 


TYPICAL NORMAL DEGREE DAYS 
TOTALS FOR VARIOUS CITIES 


Albany, N.Y. 6640 
Cleveland, Ohio 5700 
Des Moines, Ia. 6183 
Detroit, Mich. 6085 
Pittsburgh, Pa. 4900 
Washington D.C. 4178 


HOSPITALS, J.A.H.A. 


i 
They 
“Ry 
< 
“ 


As an example of how to cal- 
culate heat demand for a medium- 
sized hospital, take our Moses 
Taylor Hospital in Scranton, Pa., 
with 126 beds plus a 26-room con- 
valescent addition. The following 
data was used to calculate heat 
demand: 

Number of degree days—6047. 
Amount of radiation—18,192 
sq. ft. of steam. 

Engineering calculations based 
on weather and required steam 
radiation predict an annual de- 
mand for heating fuel at 445 tons 
of buckwheat anthracite coal. This 
prediction will be used to check 
boiler performance. 


THE ANNUAL CONSUMPTION 
OF FUEL FOR HEATING IS DE- 
TERMINED BY THE FOLLOW- 
ING FORMULA: 

Tons of coal used per year= 
R x 240 x 24 x degree days 


% efficiency x U x T 


Where: 
R is total steam radiation in 
sq. ft. 
24 is hours per day 
240 is BTU emission per sq. 
ft. of radiation 
Degree days for Scranton are 
6047 per year 
U is heating value of fuel— 
13220 BTU per lb. of an- 
thracite.. 
Per cent efficiency equals 70 
T is design temperature dif- 
ference (inside minus outside 
temperature) for Scranton: 
70° F. inside, minus 5° F. out- 
side. 
Substituting in the formula, 
the annual fuel need is 455 
tons of anthracite. 


PROCESS FUEL 


Process fuel is used daily in the 
hospital to generate steam for the 
laundry, sterilizers, the kitchen 
and dining rooms. Fuel for these 


5950 
5525 


32.5 


30.0 5100 


4675 


27.5 


25.0 
Example #2 


GALLONS OF NO. 5 Oll per year per 1000 sq.ft. STEAM RADIATION : 


TONS OF ANTHRACITE BUCKWHEAT PER YEAR PER 1000 SQ.FT. STEAM RADIATION 


HEATING FUEL ESTIMATING CHART 


Note: Total Fuel Requirement is 
Total of Heating Fuel and Process Fuel 
(based on 70% efficiency) 


Process Fuel will Average as Follows: 
.023209 tons of anthracite/day/BHP 
or 84 tons per year per BHP: or 
3.945 gallons of No. 5 oil per day/BHP 
or 1420 gallons per year per BHP 


Example #1 
5000 degree days, 21 tons 
per year per 1000 sq.ft. of 


22.5 steam radiation . 
Example #2 
5850 degree days, 4175 
gallons of No. 5 oil per 
20.0 1000 sq.ft. of steam 
radiation. 
17.5 
TOTAL YEARLY DEGREE \DAY'S 
15.0 
4000 4500 5000 5500 6000 6500 
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purposes is directly proportionate 
to the capacity of the unit, usually 
expressed as boiler horse power of 
pounds of steam per hour. 

In Moses Taylor hospital, the 
total hourly steam demand for such 


facilities is 4753 pounds per hour. 


Since 34.5 pounds of steam per 
hour equals one boiler horsepower, 
the total boiler horsepower for this 
plant is 138.72. The annual process 
fuel requirement for this hospital 
is 1166 tons of buckwheat anthra- 
cite per year. 


By making a calculated forecast 
of fuel consumption for heating 
and process steam, this data can 
serve hospital management as a 
check against boiler plant oper- 
ation. In Moses Taylor Hospital, 
the requirement for making this 
check can be set up as follows: 


Heating Fuel: 

Total radiation: 18,192 sq. ft. 

EDR (equivalent direct radi- 

ation) steam. 

Total degree days: 6047. 

Tons per year per 1000 sq. ft. of 

steam radiation = 455 = 25.2 
18.192 

Tons per year per 1000 sq. ft. of 

steam radiation = 25.2 = 4.16 


6.047 
Tons per 
degree day = 455 = .07524 
6047 


Tons per year: 455 


Here is a consumption check for 
Moses Taylor Hospital. A typical 
winter month such as January has 
a total of 1185 degree days demand. 
How much fuel should have been 
used for heating? 


Tons heating fuel for January = 
.07524 (tons/degree day) x 1185 
(degree days) 
TOTAL JANUARY CONSUMP- 
TION: = 89.159 tons 


Process Fuel: © 
Annual 
consumption = 1166 tons | 
Daily consump- 
tion = 1166 = 3.194 (tons) 
Total process load = 138.72 
Boiler h.p. = 1166 = 8.4 
138.72 
(Continued on next page) 
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The amount of process fuel re- 
quired is 3.194 (tons per day) 
x 31 = 99.01 (tons) 

Heating Fuel 89.159 (tons) 
Process Fuel 99.010 (tons) 


Total 188.169 (tons) 


These figures can serve as a 
check on the operation of the 
boiler plant and, if fuel consump- 
tion is out of line, a performance 
check can be made so the sources 


=» Now you can control | of waste can be eliminated. 
micro-organisms efficiently: tm fem. couse 
Kathabar® Systems | Youn 


Suppose your hospital has (1) 
30,000 sq. ft. of EDR steam radi- 
ation; (2) 250 h.p. process load; 
and (3) 5000 degree days in a 
heating season. 

By referring to the heating fuel 

estimating chart (example #1) the 
number of tons of heating fuel re- 


_ pathogens included — - quired for each 1000 sq. ft. of 

to below 5 per 10 cu. ft. steam radiation is 21 tons. Annual 

(as measured by the requirements will be as follows: 

most sensitive instruments) Heating Fuel: | 

in air delivered continuously 21 x 30 (thousands of square feet 
hospital of steam radiation) = 630 tons. 

to any ia — If actual fuel use is within five 

7 : per cent, it’s considered normal. 

a The Kathabar aseptic Over five per cent, management 

uses neither filters nor lights; _ | should examine burning equipment 

treats the problem directly: for deficiencies. 

(1) dries up all exposed water, | Tons per 

where organisms thrive, : degree day = 630 = .126 

in coils and ducts; 

(2) sterilizes air most Process Fuel: 

efficiently and consistently. Tons per year = 8.4 (tons/yr./ 


BHP) x 250 (BHP) = 2120 tons 


is i = 2120 = 5.78 
us The asepsis is odorless, Tons per day = 2120 


and its effectiveness sa | Suppose for this hospital there 
not reduced by age. were 965 degree days of heat de- 

. mand for January. How much fuel 
=» Your inquiry will be given should have been used for heating 


our prompt attention. and for process steam? 


Heating Fuel: 
Tons = .126 (tons/degree day) 


x 965 (degree days) = 121.5 
SURFACE COMBUSTION CORPORATION : 
4 2388 Dorr Street, Toledo 1, Ohio Tons = 5.78 (tons/day) x 31 
Send “Air Hygiene for Hospitals” : (days in Jan.) 
— Total tons for January_..— 300.6 
name & title | By checking actual consumption 
: will know how the plant is per- 
street ee eee eevee forming and can also look for and 
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personnel changes 


_ © Brian Adlington has been appointed 
assistant administrative director of 
Cedars of Lebanon Hospital, Los 
Angeles. He was formerly admin- 
istrative assistant in charge of 
purchasing at the hospital. 


@ Allan C. Anderson has been ap- 
pointed assistant administrator of 
Highland Hospital of Rochester, 
N.Y. He has served three years in 
the U.S. Air Force and was for- 
merly a resident at the hospital. 


@ Robert S$. Cunnison has been ap- 
pointed administrator of Casa Co- 
lina Rehabilitation Center, Chino, 
Calif. He was formerly associated 
with the Pomona Valley Com- 
munity Hospital and Hope Memo- 
rial Hospital, Newport Beach. 


@ John R. Doht has been appointed 
administrative assistant at Bless- 
ing Hospital, Quincy, III. 


@ Joseph J. Doney Jr. (see Charles 
D. Jenkins Jr. item). 


@ Gordon W. Elliott has been ap- 
pointed administrator of Riverside 
Hospital, Boonton, N.J. He was 
formerly assistant administrator of 
Mercer Hospital, Trenton, N.J. Mr. 
Elliott is a graduate of the Uni- 
versity of Pittsburgh Graduate 
School of Public Health course in 
hospital administration. 


@ Gerald F. Geyer has been appointed 
administrator of Memorial Hospi- 
tal, Seminole, Tex. He was for- 
merly assistant administrator and 
business manager of Montgomery 
County Hospital, Conroe, Tex. 


@ Roger E. Gurholt has been ap- 


pointed assistant director of the 


Jewish Hospital, Louisville, Ky. 
Mr. Gurholt is a graduate of the 
University of Minnesota course in 
hospital administration and served 
his residency at Abbott Hospital, 
Minneapolis. 


@ Harry T. Haver Jr., has been ap- 
pointed administrator of the 


George Ade Memorial Hospital of 
Newton County, Ind. Mr. Haver 
is a graduate of the University of 
Iowa program in hospital admin- 
istration. 


@ Charles P. Henke, M.D., has been 
appointed manager of two Veter- 
ans Administration hospitals in 
Pittsburgh. He was formerly di- 
rector of professional services of 
the VA Hospital, Wood, Wis. 


@ Glenn Howell has been appointed 
administrator of a new health 
project for the state of Oregon at 
The Dalles. First of its kind in the 
state, the Mid-Columbia Home will 
be operated for geriatric patients 
and chronically ill. Mr. Howell 
was formerly administrator of 
Hood River (Ore.) Memorial Hos- 
pital. 


@ John Y. James has been appointed 
associate director of Michael Reese 
Hospital Medical Center. He was 
formerly director of the National 


n postpa rturr 


“anorectal surgery. 
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arations. 


Greater comfort...simpler care 
with economical, time-saving 


soft cotton flannel pads 
saturated with witch hazel 
OC. KS (50% ) and glycerine 
(10%), pH about 4.6 


Your hospital profits because TUCKS SAVES NURSES’ TIME 
— ready-to-use wet dressings—simple to apply —easily kept in 
place—TUCKS eliminates time and expense of special prep- 


And patients welcome the extra comfort, “‘extra attention” of 
TUCKS—soothing, astringent, cooling to inflamed tissue. 

TUCKS — ideal as a dressing or a wipe—can be kept at the 
bedside for use by the patient or nurse. 


; For a generous sample of TUCKS—enough for sev- ; 
and return this card: 1 
1 
| NAME.... . TITLE. 
| HOSPITAL................ FLOOR........ 
PHARMACEUTICAL COMPANY 
MINNEAPOLIS 16, MINNESOTA 
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Study in Hospital Research at the 
University of Pittsburgh. He was 
also a faculty member of the pro- 
gram in medical and hospital ad- 
ministration. 

Mr. James succeeds W. J. Silver- 
moan who has been appointed ex- 
ecutive director of the medical 
center. 


@ Charlies F. Jarrett has been ap- 
pointed assistant administrator of 
Memorial Hospital, Charleston, W. 
Va. Mr. Jarrett is a graduate of 
the Washington University course 
in hospital administration. He 
served his administrative residen- 
cy at the Methodist Hospital, In- 
dianapolis. 


@ Charles D. Jenkins Jr. has been ap- 
pointed administrator of the 
Whitesburg (Ky.) Memorial Hos- 
pital. He was formerly assistant 
administrator of Memorial Medical 
Center, South Williamson, Ky. Mr. 
Jenkins is a graduate of the Medi- 
cal College of Virginia course in 
hospital administration. 

Mr. Jenkins succeeds Joseph J. 
Doney Jr. who has been appointed 
by the International Cooperation 
Administration Public Health Pro- 
gram to serve as an advisor to the 


system of national hospitals in 
Costa Rica, and will be stationed 
in San Jose. 


@ Lawson Jenkins has been appointed 
administrator of the Lindsay 
(Calif.) Municipal Hospital. He 
was formerly assistant administra- 
tor of the Antelope Valley Hospi- 


tal, Lancaster, Calif. Mr. Jenkins 


is a graduate of the Northwestern 
University program in hospital ad- 


ministration. 


@wW. J. Silverman (see John Y. 
James item). 


@ Robert $. Summers has been ap- 
pointed administrator of the Miami 
(Fla.) Heart Institute. He was 
formerly assistant administrator of 
Memorial Hospital of Chatham 
County, Savannah, Ga. 


Deaths 


Kenneth W. Chapman, M.D., asso- 
ciate director of the Clinical Cen- 
ter, National Institutes of Health, 
Bethesda, Md., died suddenly on 
September 18, at the age of 48. 

An expert in the treatment of 
narcotics addicts, Dr. Chapman had 
been with the National Institute 


of Mental Health as consultant to 
state and community hospitals and 
health agencies 
before joining 
NIH in 1957. He 
had been chief 
of the PHS Nar- 
cotics Hospital 
in Lexington, 
Ky., from 1952 
to 1954. Dr. 
Chapman re- 
ceived his M.D. 
degree from 
Yale and joined 
the Public Health Service the 
following year, in 1939. Dr. Chap- 
man had recently been appointed 
to the Committee on Nursing of 
the American Hospital Association 
and had served on AHA institute 
programs. 


DR. CHAPMAN 


Morris Cohen, M.D., 67, died on 
September 25, in Brooklyn, N.Y. 
He had been first deputy medical 
superintendent of Kings County 
Hospital since 1945, and in 1957 
became acting supervising medical 
superintendent at that institution. 
He instituted, among others, a 
program in patient psychology for 
doctors, nurses, and others dealing 
with patients. 


and 


a ‘correspondence course 


HOSPITAL ACCOUNTING 


offered jointly by 
THE AMERICAN HOSPITAL 


THE HOME-STUDY DEPARTMENT OF 
THE UNIVERSITY OF CHICAGO 


(Business NC175).. especially for bookkeepers, office managers, administrators, head nurses, 
and others in hospitals of JOO beds or less who wish to improve their efficiency and skill in 


Operating the hospital system of financial records. 


Gain a broad understanding of the theory and concepts that underlie double-entry 

accrual accounting. Learn extensive practical guides or rules for action as developed by 
the American Hospital Association. Develop specific accounting skills necessary for efficient 
hospital administration. Acquire familiarity with ‘standard forms for hospital use. 


For further information write: The Homic-Study Department, The University of Chicago, 
Sixtieth at Dorchester, ef 37, Illinois. 


ASSOCIATION 
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Would you expect 
your head nurse 
to pertorm 

heart surgery? 


A head nurse is well trained. Proficient. 
A valued member of your hospital staff. 
Yet you would never expect her to per- 
form surgery. There are many highly- 
skilled people associated with a hospital. 
Specialists in their fields. Yet, sometimes 
they are plunged into an equally special- 
ized job for which they are not qualified 
... fund raising. Unhappily, the results 
are frequently disastrous. 

There is an answer, though. Use a spe- 
cialist. A Burrill consultant. Like your 
hospital staff, he has spent many years 
learning his profession. He is well quali- 
fied to serve you. Here, basically, is what 
he offers: 


For two to six days, your Burrill consult- 
ant will survey and study your capital 
needs and fund raising potential. He will 
advise you on lay campaign leadership. 
Make recommendations as to ideal cam- 
paign timing and discuss important pub- 
lic relations factors—all, without charge. 


Next, your Burrill consultant will present 
the finding of his preliminary study to 
your board, with step-by-step recom- 
mendations. This, too, without obligation. 


If you then decide on a Burrill-directed 
campaign, one or more Burrill consultants 
will be working with you every step of 
the way—backed up by Burrill’s Execu- 
tive Plans Board. You acquire the services 
of the complete Burrill organization. 
With a program like this, it is easy to 
understand why Burrill-directed hospital 
financial campaigns surpass goals as a 
matter of course. 


Burrill, Inc. has served over 500 hospitals 
and other philanthropic organizations. 
Names in your area will be supplied to 
you on request. Or, if you prefer, a Bur- 
rill consultant is always available to dis- 
cuss your program with you at your con- . 
venience. For more information write for 
Fact File H. 


Suite 200 H 424 Nichols Road, Kansas City 12, Mo., VA 1-8627 
Resident Representatives Throughout The U. S. A. 
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KNOWING THE CORRE NSWERS 


1 Leukemia is cancer of the blood-forming tissues. 
2, All forms of life, including plants, can develop cancer. 


Cancer is not contagious. 


7A | More men than women die of cancer. 
o Pain is a late cancer symptom. 


6 Cancer can strike anyone at any age. 


A biopsy ( examination of suspected tissue removed from the 
body) is the only method of proving whether cancer is present. 


Surgery or irradiation, or both, are the 
only means of curing cancer. 


An annual health checkup is one of the most effective 
weapons against cancer. 


1O Over one million Americans are alive today, cured of cancer. 


SCORING: 10: Excellent 
6 to 9: Fair 
5 or less: Danger! For your own protection. 
learn more about cancer. Write to ‘“‘Cancer’”’ 
your local post office. 


UAONVO SINAZWALVLS ASAHL NAL TIV ‘SUAMSNV 
*CANCER INTELLIGENCE QUOTIENT 


TRUE FALSE 
TRUE FALSE 
TRUE FALSE 
TRUE FALSE 
TRUE FALSE 
TRUE FALSE 
TRUE FALSE 
TRUE FALSE 
TRUE FALSE 
TRUE FALSE 


AMERICAN 
CANCER 


SOCIETY 
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FHA Develops Housing Programs 


A new Federal Housing Authority insurance pro- 
gram for privately owned nursing homes was being 
developed last month by federal housing officials in 
Washington. FHA spokesmen have assured the Amer- 
ican Hospital Association that they will consult with 
hospital officials before publishing detailed regula- 
tions. Government housing officials also indicated 

that it may be 60 days before individual proprietary 
nursing home loan applications can be acted upon. 

To participate in the program, a nursing home may 
be a new or rehabilitated property. Insurable mort- 
gage can be set as high as $12.5 million but must not 
exceed 75 per cent of the estimated value of the prop- 
erty. Maximum interest rate on the mortgage is 5 


per cent, or 6 per cent if found necessary to meet the 


mortgage market. 

FHA cannot insure any proprietary nursing home 
mortgage unless it has received certification from the 
state Hill-Burton agency that there is a need for the 


nursing home. In addition, there must be certifica- 
tion that there are in force, in the state or the political 
subdivision of the state in which the nursing home is 
located, reasonable minimum standards of licensure 
and operation. 


RENTAL HOUSING FOR ELDERLY 


The second new housing program of interest to 
hospitals provides direct FHA loans for rental hous- 
ing for the elderly. Nonprofit hospitals are eligible 
borrowers. Eligible property includes new or rehabil- 
itated housing structures and such related facilities as 
dining rooms, community rooms, infirmaries, and oth- 
er essential service facilities. 

Elaborate and extravagant construction is ineligible 
for a loan. Only persons 62 years of age and over and 
their families may be eligible for occupancy. A loan 
cannot exceed 98 per cent of the total development 
cost. The interest rate cannot exceed the higher of 


HERE IS WHY YOU GET MORE 


1. Most efficient operation of 


the ri 
whether large or 


tay 
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a, 


Sad 


3 Rugged construction tor ee rouble-free service 
4 Designed and built by the manufacturer 
of reduction equipment since 1885. 


. 


- Reasonably priced. Write for Bulletin No. R-124. fies 


Sates: 


If possible, state number of meals you serve per setting 
for our recommendation of proper model. No obligation. 
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"Me 


ts 


». 


2915 va Market . St. Louis 6, Mo. 
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DY-GLO 


non-wax 
floor finish 


®@ APPLY ON ANY TYPE FLOORING 
@ WATER RESISTANT 
Mop with a damp mop to remove 


marks .. . Easily maintained by buff- 
ing if followed by machine 


polishing. 


Look for the name 
BUCKEYE . . . symbol 
of quality. 


DAVIES-YOUNG SOAP COMPANY 
P.O. Box 995, Dayton 1, Ohic j 
© Send tree sampie ©) Wave your representative cali ! 
Send further istermation 

NAME 
city 

GLO 


The DAVIES -YOUNG 


Soap Company 
P.O. Box 995 Dayton 1, Ohic 


QUALITY 


SINCE 1244 
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HOSPITAL FUNDS 
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e ethically 
e efficiently 
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rt users. It has brought results 
ect of support, good-will and 


WE INVITE YOU TO CHECK ... contact the peo- 
fed. Learn of their gratitude and 
satisfaction . .. neir repeated use of National's 


services. 


Call or write any of the six offices .. . it’s 


paign. There's 
it today! 


Cs 
NATIONAL Funo - Raising Services. INC. 


YORK « Michigan. CHICAGO «© 1001 
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either (a) 2%4 per cent rate or (b) a rate derived by 
adding % of 1 per cent to the average annual inter- 
est rate on all interest-bearing obligations forming a 
part of the federal debt. These must be computed at 
the end of the preceding fiscal year. 

The nonprofit housing for the elderly loans will be 
made from a revolving fund of $50 million. Not more 
than $5 million of the fund can be outstanding at any 
one time for related facilities. 

Another housing for the elderly program authorizes 
FHA mortgage insurance for both nonprofit and prof- 
it-making institutions. Property eligible for mort- 
gage insurance under this program includes rental 
housing consisting of eight or more, new or rehabili- 
tated living units. 

The insurable mortgage cannot exceed $12 million, 
except that where the mortgagor is a public instru- 
mentality or a nonprofit organization subject to cer- 
tain governmental controls, the mortgage may be up 
to $50 million. There is also a per-unit limitation of 
$9000 for garden-type apartments and $9400 for ele- 
vator-type apartments; these limitations can be in- 
creased by $1250 per room in high-cost areas. 

If a mortgagor is a public instrumentality or a pri- 
vate nonprofit organization, the mortgage cannot ex- 
ceed 100 per cent of the estimated replacement cost 
if the construction is new and 100 per cent of the esti- 
mated value if existing structures are being rehabili- 
tated. In the case of profit-motivated mortgagors, this 
percentage is 90. 

The maximum interest rate on the mortgage is 5 
per cent, or 5% per cent if necessary to meet the 
mortgage market. 


Loans for Student Nurse and Intern Housing 


Under FHA’s college housing program, federal 
loans to hospitals having approved teaching programs 
for student nurses or interns can be made for up to 
40 years. Loans may be used for dormitories, furnish- 
ings and dining facilities. The low interest rate cur- 
rently set at 3% per cent has proved attractive to 
nonprofit hospitals. Federal funds totaling over $18 
million have already been made available under this 
AHA-sponsored program. This year Congress author- 
ized a $250 million increase in the college housing 
program, of which $25 million was earmarked for 
student nurse and intern housing facilities. 

As of mid-October, only 23 states were listed as 
having applied for funds under this program. Wash- 
ington housing officials said that out of 38 approved 
construction projects, six were substantially com- 
pleted. These projects were identified as dormitory 
facilities for Memorial Hospital of Chatham County, 
Savannah, Ga.; Misericordia Hospital, New York City; 
Doctors Hospital, Columbus, Ohio; Hendrick Memori- 
al Hospital, Abilene, Tex., Petersburg (Va.) General 
Hospital, and Benedictine Hospital, Kingston, N.Y. 


State Health Officials Meet in Washington 


A three-day annual conference of state and terri- 


torial health officials took place in mid-October. The 
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conference considered over 90 proposals for action in 
the health field. Included among the proposals were 
numerous research studies, particularly several bear- 
ing on the problem of how hospital facilities can be 
used more effectively and more efficiently. Dr. Vane 
M. Hoge, assistant director of the AHA Washington 
Service Bureau, represented AHA at the three-day 
meeting. 


Health Care Costs Studied by Committee 


The quality of medical care as a prime factor in 
boosting medical care costs is under study by the 
Joint Economic Committee of Congress. 

The question of rising medical care costs was dis- 


cussed at several hearings before Congressional com- — 


mittees this past year, but in this instance, Congress 
is looking at costs specifically in relation to the quali- 
ty of care received. 

The Joint Economic Committee, under chairman- 
ship of Sen. Paul Douglas (D-Ill.), is investigating 
medical services as part of its broad eight month 
study on the U.S. economy. 

During the committee’s one-day hearings on medi- 
cal care costs, Eli Ginzberg, professor of economics at 
Columbia University, declared that the use of price 
measures without special attention to the commodity 
being produced is misleading. 

Medical care “is in better relative shape than other 
essential services .. .”, according to Mr. Ginzberg. 
He said that advances in medical care have been 
made chiefly “through tremendous expansion in the 
auxiliary fields of medical care’’. | 

Professor Ginzberg also emphasized the fact that 
“elaborate residency training programs” are a very 
important factor in raising hospital costs. 

The Joint Economic Committee plans to report on 
its over-all economic studies sometime before the first 
of next year. 


Rep. Curtis Weighs Health Care Progress 


A member of two key Congressional committees 
has described improvements in health care as a 
“great technological revolution”. 

Rep. Thomas B. Curtis (R-Mo.) outlined the 
“amazing job” done by private hospitals, and the pri- 
vate health profession generally, over the past decade. 

The congressman’s views were of particular in- 
terest in view of his membership on the House Ways 
and Means Committee. He took an active role in the 
committee’s hearings last summer on the Forand pro- 
posal to provide hospitalization under Federal Old 
Age and Survivors Insurance. Mr. Curtis is also rank- 
ing Republican member from the House of Repre- 
sentatives on the Joint Economic Committee of the 
Congress. 

Representative Curtis said on Oct. 1 that he would 
like to see Congress “devote several weeks of digging” 
into the matter of changing patterns of health care 
economics. 

In an earlier speech, he said that health advances 
had reached a plateau which provides a chance for a 
“breather” and does not necessarily call for more 
federal expenditures. 
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Legal matters of interest to the hospital field prepared by 
the law department of the American Hospital Association 


Osteopaths Barred From County Hospitals 


The appellate courts of two southwestern states 
have upheld restrictions against osteopaths desiring 
to practice in county hospitals. The Supreme Court 
of New Mexico and the Texas Court of Civil Appeals 
have come to similar conclusions after interpreting 
their respective state statutes. 

At present the courts of four states have inter- 
preted their laws as allowing exclusion of osteopaths 
from certain public hospitals. In addition to Texas 
and New Mexico, these include Florida and Colorado. 
The Pennsylvania Attorney General has published 
an opinion of similar import. 

In Kansas and Missouri, court decisions state that 
certain public hospitals must admit licensed osteo- 
paths; attorney general opinions in Iowa and Michi- 
gan reach the same conclusion. Statutes as yet not 


This material is not legal advice. The information on this page should not be 
used to resolve legal problems. For advice on such problems a hospital should 
consult a member of the local bar. 


interpreted by courts or attorneys general may give 
osteopaths the right to practice in public hospitals of 
Montana, Nevada, North Dakota and South Carolina. 

The New Mexico case, Munroe v. Wall, 28 Law 
Week 2007 (N. M., 1959) involved a challenge by two 
osteopaths of a county hospital policy calculated to 
exclude them. The hospital board had adopted a rule 
that doctors practicing in the institution must be 
graduates of a medical college approved by the 
American Medical Association. The dispute was re- 
stricted to statutory interpretation, the osteopaths 
contending that the law granted them “equal rights” 
in handling cases in public hospitals. 


The statute in question gives osteopaths equal 
rights with practitioners of other schools of medicine 
in regard to observing public health regulations, sign- 
ing reports and also under welfare and assistance 
programs. Specific exemptions are given to hospitals 
of religious, industrial or fraternal groups. Also, 
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if the presence of an osteopath on the staff of a public 
hospital will imperil receipt of federal funds, the 


governing authority of the hospital is empowered to . 


removed the osteopath from the staff. 
The court was impressed with the statutory reser- 


vation of full control in the governing boards of pub- 


lic hospitals to make regulations as to who shall 
serve on the staff. Consequently, the court concluded 
that it was not the legislature’s intent to extend to 
osteopaths, as a matter of law, a right to practice in 
public hospitals of New Mexico. 
The Texas case was Duson v. Poage, 318 S. W. 2d 
89 (Tex. Civ. App., 1959). The dispute arose when 
the governing board of a county hospital granted staff 
privileges to two osteopaths. The M.D.’s and R.N.’s 
on the staff then resigned. The board reconsidered 
its action and adopted a regulation which would 
restrict staff membership to doctors of medicine. The 
-osteopaths resorted to the courts and were successful 
at trial level. But on appeal it was concluded: 
—The United States Supreme Court had con- 
sidered a similar question in a Texas case over 30 
years ago. Although Supreme Court opinions are 
not binding on Texas courts in matters exclusively 
of Texas law, its views are considered rather per- 
_ suasive. (The Supreme Court held that the ex- 
clusion of osteopaths from public hospitals was not 
a violation of the Constitution.) 
—The County Hospital Act does not give an abso- 
lute right to practice in public hospitals even to 
M.D.’s, but it does require patients in such hospi- 


tals to be treated by staff members (who are ap- 
pointed by the governing board). 
—It is for the governing board, in its best judge- 
ment, to establish rules to conduct the hospital 
properly; the courts will not interfere with the 
honest exercise of this judgment. 
—One rule adopted by the hospital board was le- 
gally objectionable in one respect. It required staff 
members to be graduates of schools of medicine 
approved by the American Medical Association. 
This was an unlawful delegation of authority by 
the board to an outside organization. The board 
must determine applicants’ qualifications by its 
own action, although it may adopt the current 
standards of the AMA for its convenience. It may 
not, however, wed itself to future changes in AMA 
policy. 
—Accreditation by the Joint Commission on Ac- 
creditation of Hospitals is advantageous to the hos- 
pital because it facilitates insurance collections, 
promotes recruitment of nurses, interns, and resi- 
dents and permits approved nurses’ training. 
While accreditation as an osteopathic hospital was 
possible, it was not considered practical in this 
case. Continued accreditation would have been 
possible only under the hospital board’s latest reg- 
ulation and this would, to a great extent, support 
the rule to exclude osteopaths. 
Thus, the hospital board was justified in determin- 
ing that the best operation of the hospital would re- 
sult if only M.D.’s were members of the hospital staff. 


4 SERVICE AREA MANUALS 


Manual of Hospital Housekeeping. 1952. 118 pp. $1.50 
Examines housekeeping in both its general and specific 
aspects. Includes discussions of personnel, management and 
supervisory problems, the role of housekeeping in the 
operation of the hospital, cleaning operations, methods of 
caring for equipment, and work practice. 


Hospital Laundry, Manual of Operations. 1949. 


A practical guide for laundry operation, including linen 
control, washing formulas, stain temoval, and the most 
efficient use of personnel and equipment. 


- Manual ef Hespital Maintenance. 1952. 116 pp. $1.50 
Discusses maintenance generally and in specific detail, in- 
cluding organization, purchasing, supplies and storage, sani- 
tation and asepsis, heat, light, power and water equipment 
maintenance and interior and exterior building mainte- 
nance. 


Preventive Maintenance Guide. 1959. 82 pp. $2.00 


Outlines procedures to follow for a preventive maintenance 
program and includes descriptions of preventive mainte- 
nance activities in training, safety and fire prevention. 


Available to AHA member hospitals and other organizations, 
hospitals eligible for membership 
n 


840 North Lake Shore Drive, Chicago 11, III. 
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NEWS 


AMA REPORT SHOWS— 


Vacant: 7177 Internships, Residencies 


As of Sept. 1 of last year, 2117 of 12,460 internships (17 per cent) 
and 5060 of 31,818 residencies (16 per cent) remained unfilled in United 
States hospitals. For internships and residencies combined, this was a 
decrease of 569 unfilled vacancies since Sept. 1957. 

This information concerning internships and residencies at U.S. hos- 
pitals was contained in a report on graduate medical education which 


appeared in the October 10 issue 
of the Journal of the American 
Medical Association. The report 
was compiled by Dr. John C. 
Nunemaker, Dr. John Hinman, Dr. 
Willard V. Thompson, and Helen 
Neitzel of the Council on Medical 
Education and Hospitals of the 
American Medical Association. 

The total number of approved 
internships for the 1958-1959 year 
increased by approximately 1 per 
cent over the previous year, while 
the number of residencies increased 
' by 4 per cent. The increase was 
comparatively smaller for both 
types of positions; it amounted to 
3 per cent for internships and 6 
per cent for residencies the year 
before. 

There was also a reverse trend 
in the number of hospitals offering 
internships: that number decreased 
from 867 to 853. Since the in- 
creased number of internships was 
distributed among fewer hospitals, 
the average number of positions 
per hospital rose to 14.6, the high- 
est in the past 10 years. 

The occupancy rate for intern- 
ships remained at 83 per cent; it 
has not changed in four years. 
The occupancy rate for residencies, 
however, increased by 2 per cent 
over the previous year, to 84 per 
cent. 

At present, 1435 hospitals and 
other institutions offer graduate 
training. Of these, 137 (10 per 
cent) offer intern training only, 
576 (40 per cent) offer resident 
training only, and 722 (50 per 
cent) have approved programs for 
both interns and residents, the re- 
port said. 


The total number of intern pro- 
grams offered in hospitals rose by 
only 6 over the previous year, to 
1099. Three types of internships 
have been approved by the AMA 
Council: rotating internships which 
account for 75 per cent of the pro- 


114 


grams; mixed internships which 
amount to 3 per cent, and straight 
internships which amount to 22 
per cent. The bulk of available 
positions are in the rotating cate- 
gory (87.3 per cent). 

As of Sept. 1, 1958, mixed in- 
ternships had the highest occu- 
pancy rate: 93 per cent of them 
were filled, compared to 83 per 
cent for rotating and 85 per cent 
for straight. Among straight in- 
ternships, internal medicine was 


again the most popular, showing 
an 88 per cent occupancy rate. Ob- 
stetrics and gynecology ranked 
lowest, with 65 per cent. 

Nongovernmental hospitals, 
numbering 673, comprised the 
largest group of institutions offer- 
ing internships—78.8 per cent. At 
these hospitals, an average of 9.5 
interns were on duty, compared 
to the high of 15.1 interns at fed- 
eral hospitals, and the over-all av- 
erage of 12.1 interns. 

Hospitals affiliated with medical 
schools comprised 22 per cent of 
the total number of institutions © 
with approved programs. Positions 
at these hospitals were 87 per cent 
filled, whereas, nonaffiliated hospi- 
tals had only an 81 per cent occu- 


Number of Internships, by Type of Hospital 
Control 1958-1959 


No. of Internships 


No. of. Filled Vacant Per- 
Hos- Sept. 1 Sept. 1 centage 
pitals 1958 1958 Filled 
Control 
Federal 
U. S. Army 10 239* 1 99 
U.S. Navy 14 176 0 100 
U.S. Air Force 1 24 0 100 
U.S. Public Health Service __.. 7 88 ee 100 
Veterans Administration ______. 4 25 32 44 
Other federal 3 40 9 _82- 
Totals __ 39 592 42 93 
Governmental (nonfederal) 
State 31 707 175 80 
County 37 947 84 92 
City 48 1,282 261 83 
City-County 14 270 60 82 
Hospital District 3 65 6 92 
Totals 133 3,271 586 85 
Nongovernmental 
Church 310 2,616 751 78 
Nonprofit corporations 363 3,829 723 84 
Totals 673 6,445 1,474 81 
Proprietary 
Partnership 1 3 5 38 
Corporations unrestricted as to 
profit 7 41 10 
Totals 8 44 15 75 
Grand Totals 853 10,352 2,117 83 
*Includes 60 positions assigned to the U. S. Air Force. 
HOSPITALS, J.A.H.A. 


| 
SIX MORE INTERNSHIP PROGRAMS : 


pancy. The most popular appoint- 
ments were in affiliated hospitals 
of over 500 beds, which had 90 per 
cent occupancy. 

As in the past, hospitals in the 
New England area had the highest 
occupancy, whereas the states of 
Montana, Indiana, Alabama and 
‘Oklahoma had the most unfilled 
vacancies. Idaho, Nevada and Wy- 
oming offered no approved intern- 
ship programs, as before. 

INTERNSHIP STIPENDS, MAINTENANCE 

The AMA Council reported that 
stipends in the 1958-1959 period 
did not continue to increase as 
they had before. The average for 
affiliated hospitals remained at 
$155 per internship for the year 
beginning July 1, 1958; for nonaf- 
filiated hospitals the figure rose by 
only $1 during the year, to $198. 

In addition to stipends, 66 per 
cent of affiliated hospitals and 81 
per cent of nonaffiliated hospitals 
_ provided full maintenance for in- 
terns. Only 9 per cent of affiliated 
and 3 per cent of nonaffiliated hos- 
pitals provided no maintenance 
at all. 

The AMA Council report includ- 
ed some observations from the 
Seventh National Intern Matching 
Program Report. Some of these 
were: 

1. Increasing numbers of gradu- 
ates are attracted to internships by 
factors other than stipend. 

2. Hospitals with intern quotas 
of 20 or more have much higher 
quota saturation than those with 
smaller quotas. 

3. In March of this year, 12,250 
internships were to be filled by 
NIMP, and 6478 students matched 
the plan. 

The number of foreign graduates 
participating for 1959 dropped 
sharply because of the require- 
ment for certification by the Edu- 
cational Council for Foreign Medi- 
cal Graduates. However, the NIMP 
expects the number of participat- 
ing foreign graduates to rise again 
after this year. 


RESIDENCIES UP BY 214 


The number of approved resi- 
dency programs rose to 5433 for 
1958-1959 from 5229 for the previ- 
ous year. Of the 28 specialties, 
surgery led in the number of po- 
sitions offered, with 5837 of the 
total of 31,818 residencies. 

An occupancy rate of 90 per 
cent or over was noted in aviation 
medicine, cardiovascular disease, 
dermatology, obstetrics and gyne- 
clogy, ophthalmology, pediatric 
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Number of Residencies, by Type of Hospital 
Control, 1958-1959 


No. of Residencies 


Total 
First Yr. Appointments 
Appointments (All Yr.) 
— 
Control 
Federal 
U.S. Air Force 4 11 18 5 78 57 29 66 
U.S. Army : 12 88 270 18 94 549 97 85 
Mae x 80 128 1 99 406 1 99 
U.S. Public 
Health Service 10 35 eo . 100 158 13 92 
Veterans 
Administration 87 551 827 72. 2458 
Other federal __ 3 18 32 2 94 97 8 92 
783 1,334 348 79 3,720 958 80 
Governmental 
(nonfederal) 
State 168 575 1,776 305 85 4,424 816 84 
County 67 301 792 100 89 = 1,733 292 86 
City 79 426 1,300 107 92 3,100 284 92 
City-County ___ 15 110 175 28 86 375 89 81 
Hospital district 7:2: ae 75 9 89 154 22 88 
Tete cs. 336 1,442 4,118 549 88 9,786 1,503 87 
Nongovernmental 
nonprofit 
Church oper- 
ated and 
Church related 298 1,079 1,554 365 81 3,241 964 177 


4,106 566 88 9,784 1,529 86 


Other nonprofit _ 482 2,059 


Totals 780 3,138 5,660 931 86 13,025 2,493 84 
Proprietary 
Individual ___ 2 4 eee 100 8 2 80 
Partnership —____. 1 3 2 2 50 2 2 50 
Corporation _____. 22 39 82 19 8 165 46 78 
25 46 88 21 81 175 50 78 
Other than 
hospitals 
Aviation 
medicine 3 11 a. 100 100 
Occupational 
Public health 28 36 44 32 56 36 
Totals wien 24 39 36 52 52 56 48 
Grand 1,885 86 26,758 5,060 84 


eral governmental hospitals which 


allergy, and surgery. Public health 
had only 36 per cent occupancy, 
the lowest. 

Nongovernmental, nonprofit 
hospitals offered the largest num- 
ber of residency positions, 15,518 
or 49 per cent. They had filled 84 
per cent of their vacancies. In this 
they were second only to nonfed- 


had an 87 per cent occupancy. 
Within this latter classification, city 
hospitals led with a 92 per cent 
occupancy. 

Hospitals of over 500 beds pro- 
vided 54 per cent of the residency 
vacancies and had 87 per cent oc- 
cupancy. However, they were out- 


| 
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- stripped by the group in the 50-99 
bed group which had filled 88 per 
cent of their positions. 


The AMA Council reported that 
its residency stipend figures could 
be based’on only 4358 programs. 
Of this number 2 per cent paid less 
than $100 per month, while 5 per 
cent reported their average ex- 
ceeded -$400 per month. Three 
programs paid more than $700, 
‘two paid more than $800 and one 
paid more than $900 per month, 
the ‘report said. | 

Calculations showed that the 
majority (78 per cent) of pro- 
grams paid between $150 and $350 


per month. In a more detailed. 


breakdown, 813 programs paid 
$150-$199; 876 programs paid 
$200-$249; 977 programs paid $250- 
$299; and 741 programs paid $300- 
$349 per month. 

The survey used data on main- 


tenance policies of 4336 programs. . 


Of these, 56 per cent provided full 
maintenance; 25 per cent provided 
partial maintenance, and 19 per 
cent provided no maintenance. 

Of the total of 5409 programs 
reporting on Blue Cross or other 
hospitalization benefits. for their 
residents, 2713, or 50 per cent, said 


they provided some form of hos-: 


pitalization. In addition to other 
benefits, 37 per cent of the pro- 
grams indicated they provided lia- 
bility (malpractice) insurance for 
their residents. The many hospi- 
tals which reported carrying lia- 
bility. insurance for the hospital 


were not included in the above 


calculation. 

The great majority of programs, 
80 per cent, offer reappointments 
to all residents for each year of 
the total program; 12 per cent 
start with a certain number of 
residents, and then reduce that 
number in the succeeding years; 8 


per cent have some other type of. 


policy. 
GROWTH SINCE 1941 


Summing up the developments 
since World War II, the AMA re- 
port points out that between 1941 
and 1958, the number of available 
internships increased by 50 per 
cent, while the number of resi- 
dencies increased by 500 per cent 
in that time. 

The AMA Council believes this 
growth, especially in residencies, 
can be traced to the influx of for- 
eign graduates made possible by a 
law in effect since July 1949. The 
inauguration of training programs 
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by the Veterans Administration in 


1946 contributed to maintaining an 
increased number of training po- 
sitions. The VA programs, how- 
ever, did not keep up with the 
even more marked upward trend 
in nonfederal hospitals, especially 
for residencies. The report observes 


that the recently announced five- 
year limit on the stay allowed for 
foreign medical graduates will re- 
duce the number of these gradu- 
ates who are currently filling 
many vacancies in American hos- 
pitals, some extending their ges 4 
as long as 10 years. 


IN PHS REPORT— 


Drop in Physician / Population Ratio Seen 

The ratio of physicians to population in the United States will drop 
to 126 per 100,000 by 1975 unless medical schools increase sharply the 
number of graduating students. For the past 20 years, this ratio has 


ranged between 131 and 135 per 100,000. 
The above findings were contained in a Public Health Service Report 


entitled “(Health Manpower Source 
Book, Section 9: Physicians, Den- 
tist, Nurses,”’ released last month. 

The prognosis for dentists and 
osteopathic physicians was simi- 


larly dim, but it seemed somewhat 


more encouraging in the nursing 
field. 

More specifically, the seport 
showed that in the 198-59 aca- 
demic year, this country’s 85 medi- 
cal schools graduated 6895 physi- 
cians. To maintain the present 
physician-population ratio, gradu- 
ation of 10,360 students a year 
would be needed by 1975. The cur- 
rently predicted figure of 7410, 
stands nearly 3000 below that re- 
quirement. 


In the 1957-1958 academic year, 


3083 dentists graduated from 47 
schools. The 57 to 100,000 ratio 
of dentists in 1958 was lower by 


5 than in 1940, and was expected 
to decline to about 50 per 100,000 
in 1975. 

The current ratio of osteopaths 
—140 per 100,000—was expected to 
decline to 133 by 1975. About 
11,000 graduates a year would be 
needed by 1975 to maintain the 
present ratio of osteopaths, or ap- 
proximately 3000 more than cur- 
rently anticipated. 

The ratio of professional nurses 
to population stood at 268 per 
100,000 population in 1958. It had 
shown a five-fold increase since 
1910. By 1970, the ratio is expected 
to reach 284 per 100,000. The 
country’s 1145 schools of nursing 
graduated 30,410 and enrolled about 
113,000 students in 1957-58. By 
1965, graduations were expected te 
reach 37,000 per year. 


Blue Cross Commission 


Names Abbott Chairman 


Two men have been named to fill 
the vacancies created by the resig- 
nation of Charles Garside last July 
from the Blue Cross Commission. 

H. Charles Abbott was elected 


MR. ABBOTT MR. DRESCHER 


chairman of the Blue Cross Com- 
mission of the American Hospital 
Association on October 6. He was 
formerly vice chairman. He will 
supervise and coordinate the ac- 
tivity of the 83 plans in his new 


capacity. 


Mr. Abbott has been executive 
director of the Hospital Service of 
Southern California (Blue Cross), 
Los Angeles since 1953, and has 
held executive posts with the plan 
since 1938. He is a member of the 
board of directors of the Hospital 
Council of Southern California and 
a member of the Association of 
Western Hospitals. He was born 
in London, England, in 1907. 

Paul G. Drescher, executive vice 
president of Associated Hospital 
Service of New York (Blue Cross), 
has been elected commissioner 
from Districts II and III, New York 
State, to the Blue Cross Commis-_ 
sion. Mr. Garside formerly repre- 
sented these districts. Mr. Drescher 
has been vice president of the New 
York plan since 1953, and originally 
joined that organization in 1939. 
A former trial attorney, he is a 
member of the New York Bar. He 
is also a certified public accountant. 

The presidency of the New York 
Blue Cross, vacated by Charles 
Garside, has not been filled yet. ® 
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IN NEW YORK CiTY— 


Labor Proposes Independent Health Plan; 
Renews Censure of Hospitals, Blue Cross 


Within the past few weeks, the conflict between organized labor and 
New York Blue Cross and hospitals was showing new signs of life. 

In late September, at a San Francisco meeting of AFL-CIO unions, 
Harry A. Van Arsdale, president of the New York City Central Labor 
Council, announced that his city’s unions were considering establishment 


of their own health insurance pro- 
gram and a chain of hospitals. He 
said the program might even even- 
tually include a _ labor-sponsored 
medical school. 

A committee to study the pro- 
posal includes representatives from 
26 New York unions. 

In his statement announcing the 
plan, Mr. Van Arsdale referred to 
the recent strike against seven 
New York hospitals. He included 
a number of sharply critical re- 
marks regarding both hospitals and 
Blue Cross. He said hospitals had 
‘‘sweatshop health standards’’; 
community representation on Blue 
Cross boards was “a farce,” and 
claimed that no accounting to the 
public was made. 

The president of the Greater 
New York Hospital Association, 
Dr. Arnold Karan, made a public 
-answer to Mr. Van Arsdale’s 
charges. One of his comments, 
. “Welcome to the deficit club,’’ was 
included in many of the newspa- 
per reports on the controversy. Mr. 
Karan also charged that the labor 
leader was ignoring the responsi- 
bility for providing care for the 
indigent whose illnesses and emer- 
gencies are major factors in hos- 
pital costs, and that through the 
proposed plan labor planned to 
disassociate itself from the rest of 
society, take care of its own group, 
and leave the expensive but hu- 
mane job of taking care of the 
poor and the indigent up to some- 
one else. 


APPOINT HOSPITAL COMMITTEE 


The long-awaited appointment 
of the permanent administrative 
committee provided in the agree- 
ment that ended the New York 
Hospital strike was made approxi- 
mately two weeks after the much- 
publicized union program was an- 
nounced in San Francisco. 

The functions of the committee, 
as outlined in the June agreement, 
include supervision and effectua- 
- tion of the agreement and an an- 
nual review of wages and other 
personnel practices, the review to 
be followed by recommendations 
to hospitals by the committee. 
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Union representatives may, under 
the rules, appear before the com- 
mittee. According to a New York 
Times report, labor has already 
prepared its demands’ and. was 
anxious to present them. at. the 


earliest hearing. The agreement 
called for the committee to be 


composed of six hospital trustees, 


and six representatives of the 
public unassociated with either 
hospitals or labor. 

The Greater New York Hospital 
Association appointed nine mem- 
bers; three of them to act as ob- 
servers and as alternate members. 
Chief Judge Albert Conway, of the 
state Court of Appeals, named the 
other six committee members, all 
lawyers..Some of these are: presi- 
dents and vice presidents of bar 
associations, an attorney general 
and a former special deputy insur- 
ance superintendent. bd 


AT 10TH ANNUAL MEETING— 


Clinic Physicians Take Stand on Federal 


Legislation, Prepayment Methods 


A number of issues concerning the position of clinic physicians in the 


- over-all structure of the nation’s voluntary health system were included 


in the business of the 10th annual session of the American Association of 
Medical Clinics, held in Chicago in September. | 
Some of the major points of discussion at the AAMC meeting dealt 


with these: 
—Forand-type legislation; 
—prepayment of medical serv- 
ices, outpatient in particular; 
—relationships between panel 
and nonpanel physicians, and 
—the role of clinics in provid- 
ing health care for the aged. 
The AAMC Committee on Medi- 
cal Care considered the Forand 
Bill and recommended opposition 
to it. On the committee’s recom- 
mendation, the association resolved 
to “actively oppose this (Forand 
Bill) and any legislation of similar 
content.” 


URGE OUTPATIENT COVERAGE 


In another resolution, the AAMC 
advocated that Blue Cross and Blue 
Shield pay for outpatient as well 
as inpatient care. It reaffirmed a 
policy of opposing health insur- 
ance which specifies the location 
at which a service is rendered, and 
stated that insurance, or prepay- 
ment plans, should merely indicate 
the services they cover, irrespec- 
tive of the place. 

The AAMC Committee on Medi- 
cal Care had reported at the meet- 
ing that “one of the most costly 
stumbling blocks to clinic prepaid 
medical care is that most prepaid 
major medical coverage is closely 
associated with hospital insur- 
ance.” The committee urged “‘con- 
tinued efforts to encourage prepaid 
medical care insurance to include 
clinic medical care, clinic minor 
surgery, diagnostic care and clinic 


x-ray and laboratory procedures.” 
It stated that “group practice of- 
fers an enviable possibility to give 
comprehensive care at a price eco- 
nomically feasible to the patient.” 
However, opinions on most ef- 
fective prepayment insurance 
methods differed at the open hear- 
ings held by the AAMC committee. 
A Tucson, Ariz., physician ob- 
served that Blue Cross there is 
covering some out-of-hospital di- 
agnostic work. He pointed out that 
the basic community problem is 
coverage of the unemployed and 
the aged. 
Speaking of fee exploitation as 
it concerned commercial insurance 
companies, J. Hamlin Day of 
the Health Insurance Council, New 
York, told the audience that these 
companies were more concerned 
about the community where the 
average fee makes a sudden up- 
ward jump, than about single, oc- 
casional cases of overcharging. 


DOCTOR-PATIENT RELATIONSHIP 


The effects of the third party 
(insurance or prepayment plan) 
on the doctor-patient relationship 
were presented to the audience by 
Dr. Norman A. Welch, member of 
the Commission on Medical Care 
Plans of the American Medical As- 
sociation. He said the commission 
found that although the introduc- 
tion of a third party changes that 
relationship, it does not necessari- 
ly change it for the worse. 


117 


The commission’s report advo- 
cated that the medical profession 
adopt a judicious, tolerant and 
progressive attitude toward medi- 
cal care plans and recognize the 
need for experimentation, Dr. 
Welch said. 


A healthy change in the rela- 
tionship between panel and non- 
panel physicians was noted by an 
Urbana, Ill., physician who spoke 
at a session on clinic-hospital re- 
lationships. A survey indicated no 
antagonism between these groups 
in working together on the staffs 
of community hospitals, he re- 
ported. He observed that this was 
not true a few years ago. 

A number of suggestions and 
observations were made by phy- 
sicians participating in a panel on 
“How Can Group Practice Aid in 
the Care of the Aged?” Among 
these were: 

@ Other groups besides physi- 
cians have responsibility for care 
of the aged. Emphasis should be 
placed more on keeping people 
happy—not just keeping them 
alive. 

® Physicians have a real respon- 
sibility in helping to provide places 
where good care for the aged may 
be rendered. 

@ Financially, the care of the 
aged patient becomes overwhelm- 
ing through extended hospital 
stays; many clinic physicians do 
not come in contact with the in- 
digent aged, therefore do not have 
the opportunity to learn the pro- 
portions of the problem. 

@ More “hospital annexes” for 
lower cost convalescent care 
should be built, and Hill-Burton 
funds for such projects should be 
increased. 

@ More and better nursing 
homes are needed, and medical in- 
surance should cover nursing home 
care. | 

@ Medical groups could offer a 
good method of providing medical 
supervision in nursing and old age 
homes. 


Nursing League Appoints 
Directors of Two Units 


The National League for Nursing 
has announced appointments of 
two directors—Hessel Flitter, Ed.D. 
and Robert M. Gleason. 

Hessel Flitter will head a newly 
formed research and studies unit 
which will provide consultation to 
NLN staff on research fund re- 
quests; will conduct studies, gather 
statistics, and centralize informa- 


tion on studies of league programs 
to improve nursing service and 
education. Mr. Flitter will also 
represent NLN on interorganiza- 
tional committees concerned with 
research in nursing. 

Prior to joining NLN staff in 
1955, Mr. Flitter was assistant pro- 
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fessor and coordinator of curricu- 
lum and evaluation at the Univer- 
sity of Pennsylvania School of 
Nursing, Philadelphia. He has also 
held other teaching posts. 

Robert M. Gleason, the new NLN 
director for business administra- 
tion will be concerned with the 
league’s accounting and finance, 
personnel, automation, testing, of- 
fice and convention services. Until 
his recent appointment, he was 
head of the office management di- 
vision of the American Manage- 
ment Association, New York. 
Earlier, he was director of research, 
Council on International Progress 
in Management, and instructor in 


political science at Williams Col-- 


lege, Williamstown, Mass. « 


Health Care Stressed 
In Two State Proclamations 


Gubernatorial proclamations re- 
cently called attention to two as- 
pects of health care. 

@In Indiana, Governor Harold 
W. Handley proclaimed a “Senior 
Citizens Health Care Week.” 

@eIn Michigan, Governor G. 
Mennen Williams proclaimed a 
“Medical Records Week.” 

Governor Handley in his procla- 
mation, acknowledged the prob- 
lems of senior citizens created by 
the intricacies of industrial civili- 
zation, and the increased health 
care costs of the aged at a time 
their income decreases. 

In conjunction with the Indiana 
governor’s proclamation, Blue 
Cross and Blue Shield of Indianap- 
olis announced a new, state-wide, 
noncancellable program of hospi- 
tal, surgical and inhospital medical 


protection directed primarily to the 


elderly and the self-employed. En- 
rollment was limited to a 10-day 
period, but included no conditions 


as to age or physical condition. The 
plans would pay, under this pro- 
gram, up to $5000 per year for 
hospital services for each member 
and dependent plus inhospital med- 
ical services, in addition to the 
standard surgical and anesthesia. 
The cost of this special coverage 
was $7 for an individual and $12.40 
per month for a family plan. 

The proclamation of the “Medi- 
cal Records Week” in Michigan 
stated it was to honor “the impor- 
tant help members of this profes- 
sion are giving to those in need 
of medical attention, to the health 
of our communities and to im- 
provements in hospital care.” 

Mrs. J. Kathryn Sheetz, chief 
record librarian at the University 
of Michigan Medical Center and 


‘president of the Michigan Associa- 


tion of Medical Record Librarians, 
received the proclamation sage 
Governor Williams. 


PHS Appoints Archambault 
As Pharmacy Representative 


George F. Archambault, D.Sc., 
will represent the US. Public 
Health Service in all pharmacy ac- 
tivities, accord- 
ing to an an- 
nouncement 
from PHS. He 
will maintain 
liaison with 
professional, 
educational, in- 
dustrial phar- 
maceutical and 
similar . organi- 
zations, and will 
serve as advisor 
on pharmacy to the surgeon gen- 
eral. Mr. Archambault currently 
serves as chairman of the Joint 
Committee of the American Hos- 
pital Association and the American 
Society of Hospital Pharmacists, 
and as chief of the Pharmacy 
Branch for Public Health Service 
hospitals, which position he = 
retain. 


Gonzalez to Head Hospital | 
Section at Pan-Am Congress 


Dr. Jose Gonzalez is new presi- 
dent of the Section on Hospital 
Administration of the Pan Ameri- 
can Medical Association, it was 
announced last month. Dr. Gon- 
zalez also directs the Latin Ameri- 
can Program of the American 
Hospital Association and is the 
executive secretary of the Inter- 
American Hospital Association. 

Dr. Gonzalez received his M.D. 
degree from the National Univer- 
sity of Mexico and has a master’s 
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degree in hospital administration 
from Northwestern University. In 
the United States, he was hospital 
field staff surveyor for the Ameri- 
can College of Surgeons before 
becoming affiliated with the AHA. 

The Pan American Medical As- 
sociation will hold its annual con- 
gress in Mexico City, Mexico, May 
2-11. A full scale hospital adminis- 
tration program has been included 
on the program for the first time 
among the 48 sections of medicine 
and surgery. 


Hospital Director Appointed 
Professor at Pittsburgh 


Dr. Cecil G. Sheps, currently di- 
rector of Beth Israel Hospital, Bos- 
ton, has been appointed professor 
of medical and 
hospital admin- 

istration at the 
University of 
Pittsburgh 
Graduate School 
of Public Health. 
Dr. Sheps, who 
is also at present 
clinical profes- 
sor of preven- 
tive medicine at 
Harvard Medi- 
cal School, will move to Pitts- 
burgh early next year. The former 
head of the medical and hospital 
' administration program, Dr. John 
R. McGibony, resigned recently to 
accept a post in India. 

Born in Winnipeg, Canada, Dr. 
Sheps holds a medical degree from 
the University of Manitoba and a 
master’s degree in public health 
from Yale University. He has re- 
cently included in his professional 
activities work on hospital facili- 
ties research, on chronic diseases 
and on health care for the aged. 8 
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Film Traces Stroke Victim’s 
Rehabilitation Struggle 


The release of a new film which 
shows how a stroke patient attains 
almost complete recovery through 
the use of the latest rehabilitation 
techniques has been announced by 
the American Heart Association. 

The film, “Second Chance,” deals 
mainly with the physical and emo- 
tional problems of caring for a 
stroke patient, partially paralyzed, 
at home. It shows that the patient 
could not have recovered as satis- 
factorily if his doctor had not in- 
sisted that rehabilitation begin in 
the hospital, immediately following 
- the attack. It also stresses the help 
and training of a public health 
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nurse and the patience and under- 
standing of the patient’s family as 
important factors in the recovery 
struggle. 

“Second Chance” shows the hos- 
pital where the star of the film 
was actually a patient. He was 
hospitalized there after a stroke 
paralyzed his entire left side, and 
was given physical therapy treat- 
ments within hours of being strick- 
en. However, on his doctor’s deci- 
sion, he was sent home as soon as 
was feasible. 

The film is being shown to the 
general public and to nurses and 
other professional groups by the 
American Heart Association’s af- 
filiates and chapters. a 


GROUPS Elect Officers 


Birmingham (Ala.) Regional Hospital 
Council: president, James B. Crank, 
assistant administrator, University 
Hospital and Hillman Clinic, 
Birmingham; vice president, S. 
Millard Johnson, assistant admin- 
istrator, Highland Avenue Baptist 


Hospital, Birmingham; secretary-_ 


treasurer, Willis S. Thrash, admin- 
istrator, South Highlands Infirma- 
ry, Birmingham. 

Canadian Hospital Association: presi- 
dent, Stanley W. Martin, executive 
secretary-treasurer, Ontario Hos- 
pital Association, Toronto; first 
vice president, Chief Judge Nelles 
V. Buchanan, Edmonton, Alta.; 
second vice president, Harvey E. 
Taylor, administrator, West Coast 


General Hospital, Port Alberni, 
B.C.; treasurer, John E. Sharpe, 
superintendent, Toronto General 
Hospital. 


cil: president, Mrs. Aileen Miller, 
administrator, Community Hospi- 
tal, Watervliet; vice presidens, 
Robert A. Bradburn, administrator, 
Memorial Hospital, St. Joseph; sec- 
retary, Floyd Weddle, Bronson 
Methodist Hospital, Kalamazoo; 
treasurer, Glenn Durham, admin- 
istrator, Sheldon Memorial Hospi- 
tal, Albion. 

Tri-State Hospital Assembly: presi- 
dent, Ralph M. Haas, administra- 
tor, Culver Union Hospital, Craw- 
fordsville, Ind.; vice president, 
Karl H. York, administrator, St. 
Luke’s Memorial Hospital, Racine, 
Wis.; secretary, the Rev. John Wei- 
shar, director of hospitals, Diocese 
of Peoria, Ill.; treasurer, A. Kent 
Schafer, administrator, James 
Decker Munson Hospital, Traverse 
City, Mich.; executive director, Al- 
bert G. Hahn, administrator, Dea- 
coness Hospital, Evansville, Ind. 

The Associated Hospitals of Manitoba: 
president, L. O. Bradley, M.D., ad- 
ministrator, Winnipeg General 
Hospital; first vice president, W. T. 
Andrew, secretary-treasurer, 
Hamiota District Hospital, Hami- 
ota; second vice president, G. B. 
Rosenfeld, administrator, Victoria 
General Hospital, Winnipeg; sec- 
retary-treasurer, N. Shoemaker, 
M.L.A., Neepawa. 


1959 hospital administrative residents 


Following is a listing of students 


who have completed their class- 


room work in hospital administra- 
tion and been assigned to resi- 
dencies. This is a continuation of a 
listing begun in the July 16 issue 
of this Journal. 


EMORY UNIVERSITY 
Course director: Roger Klein: 


BARRETT, JOHN P., to Burwell W. 
Humphrey, administrator, Emory 
University Hospital, Atlanta. 

BRANCH, BERNARD H., to Reid T. 


Holmes, administrator, North 


EMORY UNIVERSITY residents are, (from left) front row: John Barrett; Herbert McCallum; 
Glen Chance; Bernard Branch. Second row: Robert Burkhardt; Robert LeDuc; Harold Michaels 
(assistant professor); Roger Klein (course director). 
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Carolina Baptist Hospital, Win- 
ston-Salem. 

BURKHARDT, ROBERT E., to Julian 
H. Pace, administrator, Hillcrest 
Memorial Hospital, Waco, Texas. 

CHANCE, GLEN R., to David R. 
Kenerson, administrator, Mound 
Park Hospital, St. Petersburg, Fla. 


LeDuc, RoBEerT W., to Maj. Ken- 


neth H. Long, coordinator, admin- 
istrative residency program, USAF 
oe Maxwell Air Force Base, 


McCALLUM, HERBERT M., to Dr. 
Robert R. Cadmus, director, North 
Carolina Memorial Hospital, Cha- 
pel Hill. 


Course director: Dr. Charles U. 
Letourneau 


AMaANo, CaPT. Masao, USAF 


(MSC), to Maj. Howard Colon, 
USAF Hospital, Scott Air Force 
Base, Belleville, Ill. 

Bartz, EpwarpD P., to Sister 
Grace Marie, R.N., administrator, 
St. Mary-Corwin Hospital, Pueblo, 
Colo. 

BLAISE, FRANCIS J. Sr., to Karl 
H. York, administrator, St. Luke’s 
Memorial Hospital, Racine, Wis. 

Boyp, ROBERT C., to Dr. William 
S. Hall, superintendent, South 
Carolina State Hospital, Columbia. 

CARTER, JACK B., to Henry 
Kutsch, administrator, Ravens- 
wood Hospital, Chicago. 

CoLe, JOHN M., to Raymond C. 
Wilson, administrator, Southern 
Baptist Hospital, New Orleans. 

COOKE, CHARLES K., to Dr. Roger 
W. De Busk, director, Grace Hos- 
pital, Detroit. d 

CurRRIE, Ist LT. WILLIAM D., 
USAF (MSC), to Maj. Robert W. 
Hobson, USAF Hospital, Keesler 
Air Force Base, Biloxi, Miss. 

Davis, NEWTON M., to Bob 
Byrne, administrator, Providence 
Hospital, Paso, Tex. 

DERRICK, Etmo A. to Matthew 
F. McNulty Jr., administrator, 
University Hospital’ and Hillman 
Clinic, University. of Alabama 
Medical Center, Birmingham. 

EDMONDSON, JOHN F., to Waldo 
W. Buss, executive’ director, Mil- 
waukee Sanitarium Foundation, 
Wauwatosa, Wis.-. 

E.uiott, J. D:; to Harold L. 
Peterson, administrator, Baroness 
Erlanger Hospital, Chattanooga, 
Tenn. 

EMBICH, DALE D., to David V. 
Carter, administrator, Fitkin Me- 


morial Hospital, Neptune, N.J. 
ERICKSON, PauL O., to Dan J. 
Macer, manager, Veterans Admin- 
istration Research Hospital, Chi- 
cago. 
FEIL, LAWRENCE W. JR., to Ar- 
kell B. Cook, director, Butterworth 
Hospital, Grand Rapids, Mich. 
FRONIZER, PETER, to Robert Moss, 
administrator, Doctors Hospital, 
Cleveland Heights, Ohio. 
GLASFORD, DONALD E., to Free- 
man K. May, administrator, Bap- 
tist Hospital, Alexandria, La. 
Gopin, ARTHUR G., to William S. 
Brines, director, Newton-Welles- 
ley Hospital, Newton Lower Falls, 


Mass. 


HALL, Epwarp A., to Vernon D. 


Seifert, administrator, Fairview | 


Park Hospital, Cleveland. 

Harris, ROBERT L., to Leon C. 
Pullen Jr., administrator, Deca- 
tur and Macon County Hospital, 
Decatur, Ill. 

Hupson, JOHN D., to Arthur V. 
Crandell, administrator, Bracken- 
ridge Hospital, Austin, Tex. 

JOHNSEN, LELAND S., to Paul R. 
Hanson, administrator, Emanuel 
Hospital, Portland, Ore. 

JOHNSTONE, JOHN S., to T. L. 
Lewis, administrator, Central State 
Hospital, Lakeland, Ky. 

KHOURI, YVONNE G., to Mrs. Jane 
S. Davis, administrator, Pawating 
Hospital, Niles, Mich. 

LASSANSKE, ALBERT A., to Har- 
old W. Salmon, administrator, 
Sherman Hospital, Elgin, Ill. 

LInDsKOG, NORBERT E., to Helen 
L. Rosenwald, administrator, St. 
Luke’s Hospital, St. Paul. : 

MARKEL, CHARLES A., to Anthony 
W. Eckert, director, Perth Amboy 
(N.J.) General Hospital. 

MILLARD, JOHN L., to Walter V. 
Coburn, administrator, Bethany 
Hospital, Kansas City, Kans. 

MITCHELL, WILLIAM R., to S. A. 


_ Ruskjer, chairman, resident train- 


ing program, Louisville Medical 


Center, Louisville, Ky., and ad- 


ministrator, Waverly Hills (Ky.) 
Tuberculosis Sanitarium. Copre- 
ceptors: Paul Ahlstedt, George 
Brewer, John Buschemeyer and 
Harold Margulis. 

MONEDERO, CARLOS C., to Alfred 
E. Maffly, administrator, Herrick 
Memorial Hospital, Berkeley, Calif. 

MurpHy, EpwIn W., to Mrs. F. 
S. Todd, administrator, Little Com- 
pany of Mary Hospital, Evergreen 
Park, Il. 
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NORTHWESTERN -UNIVERSITY residents are, (from left) first row: 


James L. Rule; Capt. Masao Amano; Leland $. Johnson; James H. 
Smith; Dolores Erickson; Charles U. Letourneau, M.D. (course director); 
Yvonne G. Khouri; Laura G. Jackson (associate director); J. D. Elliott; 
Myron Rose. Second row: Charles A. Market; Elmo A. Derrick; David 
W. Stickney; Herbert Schwartz; Arthur G. Godin; John L. Millard; 
Newton M. Davis; Lawrence W. Feil Jr.; Donald W. Spalding; William 
R. Mitchell; Norbert F. Lindskog; William A. White; Ray G. Roberts; 


. Charles K. Cooke; John P. Perry; Robert L. Harris; Edward P. Bartz; 


Pauvi O. Erickson; Albert A. Lassanske; E. Joseph Saxi. Third row: 
William Ll. Shepherd; Carlos C. Monedero; Ist Lt. William D. Currie; 
Donald E. Glasford; Edward A. Hall; John D. Hudson; John S$. John- 
stone; John F. Edmondson; Darwin E. Winfield; Roger A. Wagner; 
Donald M. Stewart; Dale D. Embich; Peter Fronizer; William R. 


Thompson. 


OAKEY, JAMES A., to Sister M. 
Stephanie, R.N., administrator, 
Loretto Hospital; and W. R. Wil- 
liams, administrator, Suburban 
Cook County Tuberculosis Sani- 
tarium District, Hinsdale, Il. 

PERRY, JOHN P., to Dr. C. S. Lod- 
wick, dean, University of Mis- 
souri Medical Center, Columbia. 

QUITTMEYER, DOLORES, to Ralph 
M. Hueston, superintendent, Chi- 
cago Wesley Memorial Hospital, 
and Edward S. Peterson, medical 
_ director, Northwestern University 
Medical School Clinics, Chicago. 

ROBERTS, Ray G., to Dr. Edwin 
M. Levy, superintendent, Western 
State Hospital, Bolivar, Tenn. 

Rose, Myron, to Dr. Cecil G. 
Shops, general director, Beth Is- 
_rael Hospital, Boston. 

RuLE, JAMES L., to Sister M. de 
Paul, administrator, Ponca City 
(Okla.) Hospital. 

SAXL, Erwin J., to Dr. Martin 
Cherkasky, director, Montefiore 
Hospital, New York. 

SCHWARTZ, HERBERT, to Dr. David 
H. Ross, executive director, Jew- 
ish Hospital and Medical Center, 
Cincinnati. 

SEGALL, JAcK O., to Dr. F. Lloyd 
Massele, director, Peter Bent Brig- 
ham Hospital, Boston. 

SHEPHERD, WILLIAM L.., to T. L. 
Lewis, director of hospital admin- 
istration, Dept. of Mental Health, 
Central State Hospital, Lakeland, 
Ky. 

SHIH, MarIon, to Dr. Wan Suan 
Chiang, MSHA, administrative of- 
ficer, National Taiwan University 
Hospital, Taipai, Taiwan, Formosa. 

SMITH, JAMES H., to Murray A. 
Hintz, administrator, Bernalillo 
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County-Indian Hospital, Albu- 
querque, N. Mex. 

SORENSON, Bruce D., to Edgar 
O. Mansfield, superintendent, 
White Cross Hospital, Columbus, 
Ohio. 

SPALDING, DONALD W., to Albin 
H. Oberg, executive director, Clara 
Maass Memorial Hospital, Belle- 
ville, N.J. 

STEWART, DONALD M., to Rev. 
Bolton Boone, administrator, 


Methodist Hospital of Dallas. 

STICKNEY, Davip W., to Delbert 
L. Price, administrator, Children’s 
Memorial Hospital, Chicago. 

SULLIVAN, JAMES E., to J. L. 
MacFarland, administrator, Har- 
risburg Polyclinic — Har- 
risburg, Pa. 

THOMPSON, WILLIAM R., to Phil- 
ip Carter, administratie. Metho- 
dist Hospital, Lubbock. Tex. 

WAGNER, REv. Rocer A., to Rev. 
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UNIVERSITY OF TORONTO residents are, 


{from teft) front row: 
R. E. Builder; K. $. Mclaren; Dr. G. Harvey Agnew (course director); 
Miss Eugenie M. Stvart {associate professor); Dr. W. D. Piercey; 


R. B. Ferguson; J. E. Osborne. Second row: Dr. H. Bright; E. Stefanuk; 


A. H. Schmeuszer, administrator, 
Evangelical Deaconess Hospital, 
Milwaukee, Wis, 

WHITE, WILLIAM A., to Dr. B. 
F. Peterson, superintendent, East- 
ern State Hospital, Knoxville, 
Tenn. 

WINFIELD, DARWIN E., to George 
B. Pearson, administrator, Medical 
Center Hospital, Tyler, Tex. 


Course director: 
Dr. G. Harvey Agnew 


Bricut, Dr. H. J., to Dr. G. Cur- 
Sick Children’s Hospital To- 


ronto. 

DOSDALL, C. E., to Mr. E. C. 
Robinson, St. Catharines General, 
St. Catharines, Ont. 

FisH, D., to E. Willcocks, To- 
ronto East General, Toronto. 

GEE, Dr. D., to Dr. D. Easton, 
Royal Alexandra Hospital, Edmon- 
ton, Alta. 

HASLEHURT, J., to Dr. H. Apple- 
yard, Hamilton General Hospital, 
Hamilton, Ont. 

MACHATTIE, Dr. F., to Miss D. 


‘Macham, Toronto. 


MATTERSDORFF, W., to R. Cope- 
land, South Peel Memorial Hospi- 
tal, Cooksville, Ont. 


J. Segalia; Dr, H. McDonald; Dr. D. Gee; R. Thorfinnson. Third row: 
C. E. Dosdall; D. Fish; J. Haslehurst; W. Mattersdorff; Dr. F. Mac- 
Hattie; H. Mullins; Dr. J. Medhurst. 


McDonaLp, Dr. H., to Dr. A. L. 
Swanson, Saskatoon, Sask. 

MEDHURST, Dr. J., to Dr. J. E. 
Sharpe, Toronto. 

MULLINS, H., to Dr. H. Apple- 
yard, Hamilton, Ont. 

OSBORNE, J., to S. Liswood, New 
Mt. Sinai Hospital, Toronto. 

SEGALLA, J., to G. Bartel, Mon- 
mouth Memorial, Long Branch, 
N.J. 


STEFANUK, E., to Dr. L. O. 


Bradley, Winnipeg General, Win- 


nipeg, Man. 

THORFINNSON, R., to R. B. Fergu- 
son, Humber Memorial, Weston, 
Ont. 


CURRENT LISTINGS OF 
NEW ASSOCIATION MEMBERS 


NEW INSTITUTIONAL MEMBERS 


ALABAMA 

Fayette County Hospital, Fayette. 
CALIFORNIA 

Holy Cross Hospital, San Fernando. 
COLORADO 

Student Health Service, Stu- 


dent Health Center, Universi of Colo- 
Boulder Delta Hospital, 


LINOIS 
Hospital for Metropolitan 
cago, In 

Beaufort County Hospitel, W Washington. 
OREGON 
Southern Coos eel, Bandon. 
Shelby General Hospital, Center. 
WASHINGTON 
Northwest Memorial Association, 


Seattle. 
WEST VIRGINIA 
Calhoun General a Grantsville. 


Correspondence Small Hospital 
Administration, College of 
University of Saskatchewan, Saskatoo 


Wallace Memorial Baptist Hospital, Pusan. 


ANDERSON . agt.— The 
White Heopital Association. 

Banrie.tp, Hetexn Hay—adm.—Kn 
Memorial Hospital—St. Thomas, U.S. 
Virgin Islands. 
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Hosp 


“Holy Name of 
J esus Hospital—Gads¢ en, Ala. 
Broo Mrs. ArtHur P.—aux. pres.—Watts 
Hospital—Durham 
Hyman—student in h 
Cofembia University—New York 
Dopcz, Erra M., R.N.—adm —Stephens Me- 
morial Maine 
Donovan, Capt. WILLIAM A an —vU.S. 
may 
—pers —Research 
Frazier, W. G.—asst. regstr—Veterans Ad- 
ministration Hospital—Manchester, N 
ARVEY, B. Jr.—blidg. su — Meth- 
odist "Hospital—Houston, ex. 
Gattis, Herman W.— hosp. engr. — Duval 
Medical Center—Jacksonville, Fla. 
GetpacH, MarTHa, R.N.—evening supv.— 
Somerset (N.J.) Hospital. 


«Wis. ) Memorial Hosp 


GusiIn, GEORGE dir.—Beth Abra- 
ham Home—Bronx, N.Y. 

Hu, Frank M. —adm.— Potsdam (N.Y.) 
Hospital 

HoitcomsB dm.—Marico cone 


Harotp RoMEYN—a 
County General Hospital—Phoenix. 
WaRD, McCaw engr.—Uni- 
versity of autucky Medical Center— 
Lexington, Ky. 


Hucues, Rosertr G.—chief, pers.—rec. div.— 
U.S. Naval Hospital—P} delphia. 

Jupson, Berroa R.—adm.—W wn Hos- 
pital—Chicago. 


LANKFORD, WiLL E.—asst. adm.—Emory Uni- 

versity ‘Hospital—Atlanta. 

cIntosH, CHarLes A.—adm. asst.—Hospi- 
tal of the University of Pennsylvania— 
Philadelphia. 

gel Dr. JAMES ALLAN—asst. dir.— 
Dept. of Professional Practice, American 
Hospital Association—Chi ef 

McCarruar, T.—chi engr.—St. 
Joseph's ‘Hospital—Joliet, 1. 

McKeever, James J —chief, div .— 
Veterans Administration Hospital — 
Louisville, Ky. 

McKinstry, Guy H., Jr.—adm.—Hillsview 
Clinic, Inc Washington, Pa. 


Ops, Mary J.—med. lib. & med. sec.— 
U.S. Public Health Service Indian Hospi- 
wrras, . Mex 

dm.—Mahopac (N.Y.) 


ospi 
Peck, RA B.—asst. contr Overlook Hos- 
pital—Suramit, N.J. 


‘PETERSON, GEORGE K —supt. of maint. — 


Presbyterian-St. Luke’s Hospital — Chi- 


Percy, Jr.—chief pharm.—Riverside 
Community iverside, Calif. 
Rosinson, Hecror W MOTTE—maint. engr. 
—University College’ Hospital of the West 

Indies—Jamaica, B.W.I. 

Ryan, THomas J., Jr.—adm. asst. & dir. of 
purchases — — Hospital of St. Raphael’ — 
New Haven, Conn. 

Sister MARIE paren. agt.—St. 


NNE, R 
‘ime (Pa.) Valley Hospital. 
SrepHens, H., Jr.—mechanical engr. 
—Emory University & Emory Hospi 
n 


Sutton, Rurus RONALD—stu adm. 
ine. Mie an State 

THORP, Heten—maternal & child 
health coor.—Butterworth Hospital— 
Grand Rapids, Mich. 

Watson, O. W.—adm.—Kershaw County 
Memorial Ho Hospital—Camden, S.C. 

Wetss, Mi Jr. — adm. — Hayward 
(Wis.) Area Area Memorial Hospital. 


HOSPITAL AUXILIARIES 
Anniston (Ala.) Memorial Hospital Aux- 


Woodford County Hospital Auxiliary— 
Versailles, Ky. 

St. E beth’s Hospital Auxiliary—Lincoln, 


of. Miah ale Cottage Hospital— 
‘Hospital—Brownfield, Tex 


HOSPITALS, J.A.H.A. 


; 
4 
UNIVERSITY OF TORONTO 
KOR A 
iliary. 
NEW PERSONAL MEMBERS 


Needed: Strong leadership 

and a unified Blue Cross 

(Continued from page 44) 
The question as to whether or 
not we are to have a governmental 
health system in the United States 
will be decided affirmatively to- 
morrow, unless the leadership of 
AHA, AMA and ADA develop a 
nation-wide, alternative, voluntary 
system today. 

Time is running out. Neverthe- 
less, this proposal should not be 
undertaken as if it were the con- 
sequence of duress. What is pro- 
posed here is the free action of 
free men towards broad objectives 
that in the light of every moral, 
social and humanitarian consider- 
ation are logical and right. 

What is proposed is the joint de- 
velopment of a nation-wide vol- 
untary health system by the na- 
tion’s hospitals and medical and 
dental professions. Blue Cross and 
Blue Shield have. proven the eco- 
nomic soundness of such a system, 
which has already reached a very 
high degree of development. 

Nothing should be permitted to 


interfere with the democratic and > 


ethical values that have lifted the 
American health system to its 
present degree of excellence. What 
is proposed here today can con- 
tribute to the extension of the best 
qualities of American health prac- 
tice. ‘ 
SUMMARY 
Reduced to its essentials, what 


is proposed here is a nation-wide | 


voluntary system of health serv- 
ices, voluntarily financed. It is im- 
perative that there be unity of 
purpose among and unity of action 
by leaders in the hospital field, the 
medical and dental professions and 
prepayment health plans. It may 
seem that the details barring rapid 
progress are considerable. Actually 
they are not. The first necessity is 
the demonstration of leadership by 
the American Hospital Association; 
then a maximum degree of co- 
operation by the medical and den- 
tal professions; and then, agree- 
ment upon principles. From that 
_ point on, details can be resolved 
by men of integrity with a natural 
community of interest. 

American medical, dental, hos- 
pital and other health leaders stand 
on the threshold of the greatest 
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-era- of health ‘progress the world . 


has ever known. An opportunity to 
develop a voluntary system of 
health services without parallel in 
history lies fully within their 
grasp. Gestures have been made 
toward that opportunity. Leader- 
ship and cooperation now will mean 
delivery into the hands of the 
American people of a complete 
program of voluntary health se- 
curity. 


How Blue Cross can help 
explain hospital costs 


(Continued from page 50) 


That man is now retired, but 
another official of this same com- 
pany, a man with long experience 
in the area of health prepayment 
and health insurance, said to me 
only a few days ago, “We at our 
company believe that the only 
hope of retaining a voluntary 
health care system lies in a strong 
Blue Cross. plan which makes pro- 
tection available to all the people.” 

This company backs its convic- 
tion with millions of dollars and 
with the support of its great pres- 
tige among the employers of this 
country. But it is counting on Blue 
Cross to be an active and a vital 
force helping to make our hospital 
system stronger. It will not be con- 
tent with a laissez faire attitude 
on the part of Blue Cross or with 
the slipshod methods most of us 
have been content with in too 
many of our past endeavors. 

We in Blue Cross are lost unless 
we are prepared to be more than 
nonprofit insurance companies op- 
erating as banks against which the 
hospitals can draw for amounts 
limited only by locally determined 
needs or desires. 

We must lead where necessary, 
we should follow where advisable, 
we must coordinate and cooperate 
always, but we cannot avoid our 
responsibility to the more than 55 
million people who put their faith 
in us. We have trust funds of $1.5 
billion a year to dispense. We must 
be able to convince the people that 
their money is being prudently 
spent. To do this, both Blue Cross 
and the hospitals themselves must 
be convinced and must be able to 
prove their case to anyone in- 
terested. 

The hospitals and Blue Cross 
can do this together. Neither can 
do it alone. ba 


DISPOSABLE 


BASSINETS 


Helps reduce 
cross-infection! 


a No scrub-up! 
No re-use! 
Made of strong, 


rigid, waterproof 
Flute-wood stock! 


Choice of pink 
or blue 
decorations! 


Sample on Request 


Presco 
Company,inc.. 
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FOR SALE 


equippe osp 

desert city at $2,000 Address HO: HOS. 
PITALS, Box J-51. 


LABORATORY REPORT FORMS: Entirely 
new design of snap-out, carbon inter- 
leaved, hospital’ laborato report forms. 
Gummed originals available in pads or 
snap-out sets in duplicate or triplicate. 
Write for information and samples from 
The Steck Company, Box-16, Austin 61, 
xas. 


CHECKS, VOUCHER AND PAYROLL: A 
complete line of standardized Spe 
checks and our Steck-Check pa 
tern will meet all of your chec syaieine 
requirements. Standardized forms give 
wide variety of paper colors and special 
features at stock form prices. Excellent 
Write for information 
a from The Steck Company, 
Box-i6 ustin 61, Texas. 


POSITIONS OPEN 


SUPERVISING NURSE: New Position ef- 
fective January 1, 1960 at 135 bed County 
comprehensive Rehabilitation 
enter. Responsible for in-service educa- 
tion in addition to supervisory duties. 
Prefer BA De ~ 2 with major in Nursing 
Education and at least three years of 
nursing experience including one year in 
a supervisory capacity. Salary range $439- 
549 per month. Social Security, retirement 
system, group insurance, and liberal vaca- 
tion and sick es. Contact San 
Mateo County Ci ce Commission, 
Court House, Seduced City, California. 


REGISTERED MEDICAL RECORDS LI- 
BRARIAN—complete charge of department. 
Five days, forty hour week. EDUCA- 
TIONAL DIRECTOR: Complete charge of 
Educational Program for registered —s, 
aides, orderlies and volunteers. No school 
of nursing. DIETITIAN: A.D.A. member, 
Therapeu c or Administrative. PHARMA- 
CIST: or eligible for New Jersey 
registration, to assist Chief Pharmacist in 
department. 212 bed 
opened December 13, 1958. Apply R. 
Stem, Administrator, 185 Roseberry Street, 
Phillipsburg, New Jersey. 


DIRECTOR OF NURSING SERVICE: Pres- 
ent director retiring. Well organized de- 
partment of nursing, enjoys excellent rap- 
port with other epartments. J.C.H.A. 
— hospital, 289 adult beds, modern 
t and Located in 
esque Kanawha Valley. No School of Nurs- 
ing at present. Prefer candidate with Mas- 
ter’s degree and some experience either as 
director or assistant. Progressive attitude 
on salary, 3 weeks paid vacation, sick 
ne accumulative to 30 full and 60 half 
Ts Truly a desirable position. Address 
HOSPITALS, Box J-49. 


DIETITIAN: ADA member, 
or Administrative, for 325 bed hospital in 
western suburb 16 miles west of Chicago's 
loop. Well equipped Dietary Department. 
Regular hours. 1 month vacation and other 
liberal benefits. Salary with 


Dietitian, Memorial Hospital, Elm- 


BUSINESS MANAGER: in charge of Pur- 
chasing, Accounting and Supervision of 
Maintenance for Geriatric Institution. 160 
Patients. Address HOSPITALS, Box J-53. 


ANESTHETIST: Must be graduate of Ac- 
credited School and adapt at all of 
inhalation and intravenous anesthesia: 170 
bed Accredited Central Pennsylvania Hos- 
ital, liberal Personnel Policies. Contact: 
Richard E. Cummings, Administrator, 
J. C. Blair Memorial Hospital, Huntingdon, 
Pennsylvania. 


BUSINESS MANAGER or ADMINISTRA- 
TIVE ASSISTANT: B.S.H.A. degree or 
equivalent in hospital neces- 
sary. Capitol Hospital (35 beds) Milwaukee, 
Wisconsin. Address all replies to: Mrs. V. 
Timm, Sec. to: Chairman, Board of Direc- 
tors, 3944 North 20th Street, Milwaukee 6, 
Wisconsin. 


MEDICAL RECORD LIBRARIAN: 
hospital. Excellent r- 
sonnel nefits, and location. 
sonnel 
8th & Spruce Sts., Phila Pa. 


CHIEF 
= To direct department in 400 bed 
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DIETITIAN: Immediate opening Food 
Service and Training Dietitian 1000 bed 
Hospital Federal Civil Service. Startin € 
salary $4980. 40 hour week. Liberal pai 
vacation and other benefits. Reasonably 
priced quarters available. Hospital experi- 
ence or completion dietetic internship re- 
uired. Apply Personnel Officer, Veterans 
Hospital, Northampton, 
ass, 


NURSES ANESTHETIST: for 143 bed gen- 
eral hospital in East Tennessee. Beginning 
salary $450.00 per month and full mainte- 
nance with increase to per month 
with fringe benefits of holidays, sick <b 
and vacation. Write Mr. W. Fann 
dm., Bristol Memorial Hospital, Bristol, 

Tennessee. 


NURSE ANESTHETIST: (female) Experi- 
enced. New modern hospital in central 
Connecticut on main parkway. Surgery and 
Anesthesia Suite completely new. Good 
housing, excellent meals, 
schedule and other benefits. ~~ 
ministrator’s Office, The 
tal, Meriden, Connecticut. 


OUR 63rd YEAR 


WOOD WAR 


FORMERLY AZNOES 


RAndolph 6-5682 


ADMINISTRATORS: (a) Med dir; 30 fed- 
erated indus grps; 60,000 members; staff 
of 63 MD's; prefer Bd internist; very sub- 
stantial; retiremt prog. (b) 250 bd, munici- 
pal, genl, JCAH hsp; report to 5 man city 
commission; $10-13,000; increases; no set 
ceiling; twn 40,000, N.E. Central. (c) Small, 
vol, genl hsp; $10-12,000; city 15,000, E (d) 
Male or Female; 50 bd, JCAH hsp: $6,400, 
significant increases; West-No-Central. (e) 
With demonstrated record of achievement; 
160 bd, genl hsp, privately owned; lge city, 
E. “). Asst med dir; purely adm wor 
assn, MD's; well-recognized, srotective 
organization: $12-14, fringe 
(g) Assoc Adams: 2 ban Ba, 
hsp organ, JCA & 
Mich; $8,000. (h) "hee very sml 
$6-7,200; become Adm, short-time, 
$9,060. (i) Asst; new hsp to be constructed, 
50 bds; sal open; S (j) Asst; 200 bd, 
ob-gyn, med-schl-affild, JCAH hsp; $6- 
; educ center, 


ADMINISTRATIVE POSTS: (k) Adm asst; 

MHA; 325 bd, vol, genl, JCAH hsp, adding 
70 bds; $7, 000 sal & fringe benefits; (1) 
Accountant; ref CPA; able to fon 400 
bd, genl, vol, fully-apprvd hsp; E. (m) 
Bus er: strong adm qualities; supervise 
45 employees; 400 bd, genl, v vol. ‘fe 
prvd hsp. $7200; lge city, MW. (n) 

ent; 300 bd, . vol, fully-apprvd hsp; 

open; MW. 


cnge, new ge open \é; over 
100 bds; min about $ 700; MW residential 
area. (p) MS. yg dept, 300 bd, 
fully-apprvd ¢ genl hsp; hope to estab trng 
schl soon; min $6,000; lovely area, SE. 


apprvd vol, genl hsp, 300 bds; 100 in 3 yr 

diploma “oe coll affil; SE. (r) As 

cred schl, bd, genl hsp; ocal, 

Pac. NW. 


EXECUTIVE HOUSEKEEPERS: (s) New 
hosp opening early 1960; 150 bds, complete 
ancillary services resid suburb, lge univ 
city; So. req'd for hsp 
expandg to over bds; about $5400; 


NURSE (u) Share duties 
w/2 other anes, a gen hsp, 120 bds; 
; Cal twn nr gy Francisco. 


(v) Vol. ds; to $6000 & full 
mtce; sml 


PHARMACY: (w) Cal mi bd genl 
hsp; $7200; twn 25,000. (x) Chief: suprv 


staff of 8 in fully apprvd, genl hsp, soe: 


Pd busy outpat clin; univ city, 1 


DIETITIANS: Two of the ten accredited 
general hospitals in our system need 
A.D.A. Dietitians. Staff position starts at 
4,860—responsible to A.D.A. Dietitian. 
ead Dietitian, small hospital, starts $5,880 
—r nsible directly to the Admin stra- 
tor. Dietitians have sufficient staff to dele- 
gate non-professional duties. Progressive 
benefits. Write: Miners Memorial eer 
Association, Box 61, illiamson, est 
Virginia. 


DIRECTOR OF NURSING EDUCATION: 
for long established hos ital affiliated 
School in Pacific Coast resort 
commun rovisional accredita- 
experience inquiries 

Rodney J. Lamb Santa Bare 
bara Cottage Hospital, Santa Barbara, 


THE MEDICAL BUREAU 


M. Burneice Larson, Director 
900 North Michigan Ave. 
Chicago 11, Illinois 


ADMINISTRATORS: (a) Direct program 
po gg home for aged and 600-bed 
acre apartment-housing project: 

Dir program experience required. 
(b) Med ir. Boy non-profit 250-bed hsp. 
univ city, N.Y state: $20,000 first year; 
future earnings dependent success of di- 
rector. (c) Adm. 225-bed hosp; bldg. yond 
pleted 1957: suburb large city, Mic 
salar $10-$13,000; with advances, no a 
reo ceiling; Master’s and exp. req. ( ) 

dm. Assts. capable handling personnel, 
univ. city, 100,000; 500- 
ed teaching hosp; E. (e) Asst. Supt. 
rege hosp; 100 beds; bldg. prog. increases 
to 200; qual. take charge us. office; Tex. 
(f) Asst. wow i Teaching hosp. affil. med. 
schl and princ. (ee for teaching OB; 
large city ) Young man dir. med. 
adm. activities ld depts. Med. Schl. 
Ctr. So.; $7500-$10,000. H11-1. 


ADMINISTRATIVE PERSONNEL: (a) Of- 
fice Mgr. Compt. 480 bed hospital near 
Lake Michigan; $8-10,000; (b) ec. Dir, 
state hosp. assoc.; desirable location; $12- 
15,000 (c) Personnel Dir. for hosp. assoc; 
exper. personnel training and job evalua- 
tion -10,000, plus travel; (a) Public 
Relations-Fund Raiser, well estab. 300 bed 
hosp; $8-10,000; S; (e) Engineer-supt. of 
bldgs and grounds, 400 bed hosp. near in- 
dustrial center, $7500- -10,000; M.W.; (f) 
Food Service Dir; univ. med. center; 200 
employees in dept.: exceptional adm. op- 
portunity; leading E. city; H11-2. 


ANESTHETISTS: (a) Share serv. with an- 
other; 125-bed hosp. lake Sanur Wisc, to 
$8500; (b) Anes. also act as Adm. 
small veterans hosp. Pacific Islands. H11-3. 


DIRECTORS OF NURSING: (a) Dir serv- 
ice, univ med ctr hsp 450 beds; MW top 
; (b of large psych hsps 


West mountain state up; (e) Dir 
nurses modern 50 bed hsp 0 Harbor 


and ocean resorts; exc Sypert. H11-3A. 


DIETITIANS: (a) Chief, near 
N.Y.C. expansion to 450: 200; (b) era- 
peutic abili iy for 
nowned osp.; excel. oppor. fo - 
vancement; Cal.; (c) Chief; leading univ. 
med. center, bed hosp. on campus; 
$6750; So. H11-4. 


EXECUTIVE HOUSEKEEPERS: (a) Asst. 
to become Chief, 500 bed hosp; most de- 
sirable Cal. for" financial oppor. 
(b) Male r large hosp. five 
oe: exceptional o r. for de dable 

ed person with nitiative; H11-5. 


MEDICAL RECORD LIBRARIANS: (a) 
Chief bed hosp. near N.Y.C. start $6000; 
(b) Manage w 

modern hosp, Cal., up; (c) Assume 

responsibility for records of 75 hosp; 
need not be registered; $5000. H11-6. 


NURSE ADMINISTRATORS: (aj) Small 
hosp. coastal ka; (b&b) 50 bed childrens 
hosp.; So. H11-7. 


“HOSPITALS, J.A.HLA. 


if 
| 
| 
i 
ee and schl: 400 bed gen hsp So. $8500; (d) 


LIBRARIAN-MEDICAL RECORD: RRL or 
eligible; complete charge of department, 5 
day 40 hour week, 148 bed, general, short 
term, JCAH approved hospital. Vacation, 
sick leave and holidays. Salary commensu- 
rate with ability and experience. Write: 
Administrator, Miners Hospital of North- 
ern Cambria, Spangler, Pennsylvania. 


WHITE REGISTERED MEDICAL RECORD 
LIBRARIAN: for 210 bed Hospital. Posi- 
tion covered by state civil service and 
state retirement. Sick and annual leave, 
also all state holidays. Write: Ray Rhymes, 
Superintendent, E. A. Conway Memorial 
Hospital, Monroe, Louisiana. 


NURSE ANESTHETISTS: for 220 bed com- 
munity hospital. Working with Evese 
Two full time M.D.’s, four 
all Agents & Techniques. Modernization 
rogram going on. Two and one-half hours 
m Boston & New York. te i a 
Carroll, M.D. William W. Backus Hospi- 
tal, Norwich, Connecticut. 


MEDICAL TECHNOLOGISTS: Modern 260 
bed, Cumberland Valley Hospital. Fully ap- 
proved. College town. 40-hour week and 
usual fringe benefits. Automatic annual in- 
crements, salary open. Apply F. J. O’Brien, 
Administrator, Chambersburg Hospital, 
Chambersburg, Pennsylvania. 


TEXAS—DIRECTOR: of tuberculosis hos- 
pitals to work out of central office in 
Austin supervising a state-wide 
for tuberculosis which includes five State 
Tuberculosis Hospitals. Position provides 
plicant should be experienc in dealing 
with diseases of the chest and have some 
medical administrative experience. Please 
contact: C. J. Ruilmann, M.D., Board for 
Texas State Hospitals and S ial Schools, 
Box S, Capitol Station, A , Texas. 


DOROTHEA BOWLBY ASSOCIATES 
8 South Michigan Avenue. Chicago 3, Tl. 
Suite 1420—ANdover 3-5293 
Dorothea Bowlby, Director 
A Specialized Employment Service for 
Medical and Hospital Personnel. (Men 


tians, Directors of Nurses, 
u 


.. . Engineers, Plant perintendents, 
harmacists, Medical Record Librarians, 
Anesthetists, Public Relations Directors, 
Housekeepers, Bacteriologists, Biochemists, 
Medical Technologists, X-Ray Technicians, 
Food Service Managers. All inquiries from 
applicants are kept strictly confidential. 


DIETITIANS 


Growing, diversified food service 
company, largest in West, offers ex- 
ceptional opportunity to train for 
management positions in commercial 
cafeterias, hospitals, office buildings, 
' in plant and schools in major West- 
ern cities. Five-day week, plus in- 
surance, profit sharing, pension, 
bonuses. Location you prefer given 
prime consideration. Write, giving 
personal resume to: 3 


Mannings, Inc. 


901 Battery Street 
San Francisco 11, California 
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TWO CRNA ANESTHETISTS: Male 
Female, Salary open. Accredited 180 bed 
hospital, all types surgery inclu chest 
and neuro. Limited call except re — 
“regular” Sa anesthetist. No nigh 
; l one day every second 
ween 7 AM to 11 PM. Address HOS- 


ITALS, Box J-52. 


DIRECTOR OF NURSING SERVICE: for 
238 bed J.C.A.H. approved general h - 
tal. Pacific Coast resort community. - 
quires B.S. de , applicants with experi- 
ence prefe . Direct inquiries to Rodney 
J. Lamb, Administrator, Santa Barbara 
a Hospital, Santa Barbara, Cali- 
ornia. 


PEDIATRIC: Director of Nursing Service; 
modern, well-equipped 40-bed, fully ac- 
credited General Children’s Hospital. De- 

e and experience in Pediatrics pre- 
erred. Salary commensurate with 
qualifications. Apply Administrator, Mary 
Bridge Children’s Hospital, Tacoma 5, 
Washington. 


NURSE ANESTHETIST: for 100 bed gen- 
eral hospital in Eastern North Carolina. 
Fully approved by Joint Commission of 
accreditation. All new surgical suite. 50 
miles from North and South Carolina 
beaches. New modern air conditioned 
ox 


OBSTETRICAL SUPERVISOR & IN- 
STRUCTOR, CLINICAL INSTRUCTOR, 
and NURSING ARTS INSTRUCTOR. 115 
bed JCAH approved hospital with diploma 
school of ee pe B.S. degree and experi- 
ence preferred. Contact Director of Nurs- 
ing, Naeve Hospital, Albert Lea, Minnesota. 


DIRECTOR OF NURSING: 44 bed non- 
profit area hospital located in scenic 
coastal area of Maine. Salary open. Must 
be well qualified and capable of directing 
School for Practical Nursing. Contact Ad- 
ministrator,. Eastern Memorial Hospital, 
Ellsworth, Maine. 


NURSE ANESTHETIST: for 44 bed area 
hospital located in city of 4,000 population. 
Salary open. Pleasant working conditions. 
Contact Harvey M. Radey, Jr., Administra- 
tor, Eastern orial Hospital, Elisworth, 
Maine, Telephone NOrmandy 17-2585. 


POSITIONS WANTED 


ADMINISTRATOR: 32, BBA, MHA, and 
PhD Degrees. Total 6 years experience in 
JCAH Hospitals. Presently administrator 
smaller hospital. Seek administrator or 
ASSISTANT of larger hospital with op- 
portunity of diversified experience with 
promising situation and challenge. Nominee 
ACHA, References. Location not a factor. 
Wife is nurse anesthetist with 4 years ex- 
perience. Availability 15 days Tae 
acceptance. Address HOSPITALS, Box J-44. 


ADMINISTRATOR: college degree; Busi- 
tary-Treasurer; er an - 
tor of hospital; Secretary ag 

employees hospitalization association plan. 
Address HOSPITALS, Box J-39. 


OUR 63rd YEAR 


RAndolph 6-5682 


ADMINISTRATOR: Late 30’s; ACHA; M.S., 
Columbia; past 6 yrs, Asst Dir, 400 bd, 
genl hsp; seeks directorship, progressive 
hsp, 200 bds, up; Midwest & East pre- 
ferred; recommended without reservation. 


COMPTROLLER: 9 yrs, Compt, co. bus. 
ofc; 3 yrs, Sr. Acct, CPA firm; 1 yr, Acct, 
400 hsp; past yr, Com 
aren Compt, hsp 250-400 ; prefs ‘ 
or 


PATHOLOGIST: Dipl, both branches; 
M.S., Path; 4 yrs, USAF, med ofc; 9 yrs, 
Dir of Lab, 300 bd hsp; excl 4 yr res; seeks 
— Path dirshp, any locality; numerous 
publications. 


RADIOLOGIST: Cert’d, Roentgenology; 3 
yrs, genl pract; 4 yrs, Capt, USAMC:6 
yrs, Rad, 400 bd hsp; past 3 yrs, priv 
pract Rad; seeks ven 4 position includg neo- 
plastic, cancer work. 


STATEMENT REQUIRED BY 
THE ACT OF AUGUST 24, 1912, 
AS AMENDED BY THE ACTS OF 
MARCH 3, 1933, AND JULY 2, 
1946 (Title 39, United States Code, 
Section 233) SHOWING THE 
OWNERSHIP, MANAGEMENT, 
AND CIRCULATION OF HOSPI- 
TALS, Journal of the American 
Hospital Association, published 
twice a month at Chicago, Illinois 
for October 1, 1959. 


1. The names and addresses of the pub- 
lisher, editor, managing editor, and business 
managers are: 


Publisher: American Hospital Associa- 
tion, 840 North Lake Shore Drive, Chicago 
11. 


Editor: James E. Hague, 840 North Lake 
Shore Drive, Chicago a3. 


Managing editor: Rex Olsen, 840 North 
Lake Shore Drive, Chicago 11. . 


Controller and Asst. Treas.: John E. Sul- 
livan, 840 North Lake Shore Drive, Chi- 
cago 11. 


2. The owner is: (If owned by a corpora- 
tion, its name and address must be stated 
and also immediately thereunder the names 
and addresses of stockholders owning or 
holding 1 percent or more of total amount 
of stock. If not owned by a corporation, 
the names and addresses of the individual 
owners must be given. If owned by a part- 
nership or other unincorporated firm, its 
name and address, as well as that of each 
individual member, must be given.) 


American Hospital! Association, 840 North 
Lake Shore Drive, Chicago 11. 


3. The known bondholders, mortgagees, 
and other security holders owning or hold- 
ing 1 percent or more of total amount of 
bonds, mortgages, or other securities are: 
(If there are none, so state.) 


Bankers Life Insurance Co., Des Moines, 
lowa. 


4. Paragraphs 2 and 3 include, in cases 
where the stockholder or security holder ap- 
pears upon the books of the company as 
trustee or in any other fiduciary relation, 
the name of the person or corporation for 
whom such trustee is acting; also the state- 
ments in the two paragraphs show the af- 
fiant’s full knowledge and belief as to the 
circumstances and conditions under which 
stockholders and security holders who do 
not appear upon the books of the company 
as trustees, hold stock and securities in a 
capacity other than that of a bona fide 
owner: 


5. The average number of copies of each 
issue of this publication sold or distributed, 
through the mails or otherwise, to paid sub- 
scribers during the 12 months preceding the 
date shown above was: (This information 
is required from daily, weekly, semiweekly, 
and triweekly newspapers only.) 


JOHN E. SULLIVAN 
Controller and Asst. Treas. 


Sworn to and su before me this 


bscribed 
16th day of October, 1959. 
[SEAL] 


BEULAH DEEKEN 
Notary Public. 


(My commission expires February 16, 1962.) 
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NOW 


hospital-size savings 


in the new, exclusive hospital size 


1000’s 


< brand of nitrofurantoin 


Because of the ever-increasing demand for FURADANTIN, this 
new dispensing size is available to you at substantial savings. 


FURADANTIN TABLETS LIST PRICE TO HOSPITALS 


100 mg., bottle of 1000 s¢240.00 
(saving $30.00 over buying by 500’s) 


50 mg., bottle of 1000 $120.00 
(saving $15.00 over buying by-500’s) 


Your usual discounts apply. 

FURADANTIN Tablets, 100 mg., 1000’s and FURADANTIN Tab- 
lets, 50 mg., 1000’s will be available only from Eaton Labora- 
tories on a direct basis. Please place your orders directly with 
your Eaton representative or with our Branch servicing your 
hospital. 


LABORATORIES 


_ NITROFURANS —a unique class of antimicrobials— 
neither antibiotics nor sulfonamides 


EATON LABORATORIES, NORWICH, NEW YORK 


ude 
1000 
® 
FURADANTINS 
brand of mtroturanton 
®. | 
100 mg. 
Caunon federal law probebets 
prescription Read 
eaciosed threchors tor indications 
HOSPITAL SIZE 
° 


¥ 
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ERIE+PENWISYL VAN 


World’s largest desigt ai an an fac 
of Sterilizers, Surgicd! Tables, 
and Related Equipm¢ 


Be 


for the surgeon’s | 
highest skill 


a 


$505 


A new and significant advance 
in the dual video concept 


The probing integrity of Amsco’s surgical lighting research ... | 
which originated the now-routine dual video concept... | 
currently validates still further advances of significant 

benefit to the surgeon, his patient and the operating team. 


“Lumitrol” filter absorbs heat-producing infra-red rays and 
transmits natural, color-corrected light of the highest 
surgical quality yet attained. 


__ (Of the operating table .. . are ceiling mounted and designed 
ghtweight “Rotoflex” arms increase “head space’? around 


(¢ the table; permit circulating personnel to position lights in 


all planes,.easily and accurately. (““Pinpoint” positioning 
? by the surgeon himself continues to be accomplished with 
t é patentéd sterilizable handle centered in the light beam.) 
HSoundly engineered and manufactured with traditional 
_ Amsco precision, the DV-22E adds sturdy dependability and 
“flawless function in further support of the surgical team. 
(Write for technical bulletin LC-165. 


